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General Surgery 


Pseudomyxoma Peritonei 


Report of Five Cases Involving Eight Operations and 


known as pseudomyxoma peritonei, 
which, though not too uncommon, is 
not widely known, owing to the absence of 
characteristic symptoms; this accounts 
for the fact that in the majority of cases 
diagnosis is impossible. 
The patients in the cases reported were 
4 women in whom the disease developed 
on an ovariogenetic basis, 1 man in whom 
an appendicular basis of the disease was 
determined and 1 woman with a giant non- 
perforated mucocele appendicis. 


‘Tee report deals with the condition 


REPORT OF CASES 
Case 1.—On Nov. 13, 1954, a woman aged 
43 was admitted to the surgical ward. The 


From the Surgical Department of the Municipal Hospital, 
Tel Aviv, Prof. M. Marcus, Director. 
Submitted for publication Oct. 6, 1959. 


One Case of Giant Nonperforated Mucocele of the Appendix 


E. FRIEDLAENDER, M.D., F.I.C.S. 
TEL AVIV, ISRAEL 


history did not list any special diseases. Five 
days prior to admission the patient complained 
of pain in the abdomen. There was a tend- 
ency to vomit, accompanied by subfebrile 
temperature. Since the pain did not subside, 
the patient was sent to the hospital with the 
diagnosis of an acute appendicitis. On ad- 


The author reports 5 cases of 
pseudomyxoma peritonei, in 4 of 
which the site of origin was the 
ovary and in 1 the appendix. In a 
sixth case a giant mucocele of the 
appendix had developed. The malig- 
nant tendency of the disease is con- 
tirmed, and the pathologic and his- 
tologic observations are presented. 
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mission she was in rather good general condi- 
tion. The abdomen was distended and tym- 
panic. There were no signs of acute inflam- 
matory illness. Free ascites was present, 
which is quite a rare phenomenon. Puncture 
yielded a transparent liquid void of cells. 
Since all further examinations were inconclu- 
sive for a diagnosis, while the ascites in- 
creased, surgical intervention was decided 
upon. 

Laparotomy was performed on November 25. 
Immediately after the opening of the abdomen 
a gelatinous substance was seen, covering the 
whole of the peritoneum, in which small im- 
plantations were noted. A perforated ovarian 
cyst, the size of a child’s head, was also 
present. 

The cyst was removed, together with 3 liters 
of the gelatinous substance. Histologic ex- 
amination revealed an ovarian cyst and pseu- 
domyxoma peritonei. In October 1956 the 
disease recurred. The patient was admitted 
to the surgical ward of another hospital for 
conservative treatment with radium and 
isotopes. For a transitory period colloidal 
gold favorably affected the recurrence, but the 
patient died soon afterward of a second re- 
currence. 


Case 2.—A woman aged 60 was hospitalized 
from February 13 to March 14, 1955, in the 


internal ward of our hospital. She was ad- 
mitted with the diagnosis of ascites. All 
examinations gave negative results. No liquid 
was observed in repeated punctures of the 
abdomen. The last puncture, however, re- 
vealed one drop of gelatinous substance at the 
point of the needle, whereupon diagnosis of 
a pseudomyxoma peritonei was made. 

Histologic examination revealed a mucous, 
amorphous substance without cells or tumor 
cells; staining revealed mucus. 

Laparotomy was done on March 15, with 
emptying of some 10 liters of gelatinous sub- 
stance and a perforated ovarian cyst. The diag- 
nosis was pseudomyxoma peritonei caused by 
perforation of an ovarian cyst. The patient 
was discharged from the hospital in good 
condition. No follow-up was possible, as she 
did not report, as advised, for reexamination. 


Case 38.—A woman aged 56 had noted recent 
swelling of the abdomen. There was no pain, 
no sensation of heaviness and no difficulty in 
breathing. At the time of admission the ab- 
domen was swollen. Over the whole of the 
abdomen dullness was present, with the dull 
percussion sound that is a characteristic symp- 
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tom of pseudomyxoma peritonei. There was 
no free liquid. All routine examinations gave 
negative results. Apart from minor anemia, 
no pathologic change was detected. Lapa- 
rotomy was done on the assumption that pseu- 
domyxoma peritonei was present, with empty- 
ing of 10 liters of mucous liquid. On either 
side a cystadenoma of the ovary was about to 
perforate. The patient’s general condition 
improved after the operation. 

Two years later there began a new swelling 
of the abdomen. A second laparotomy was 
done. By now the whole of the omentum was 
permeated with huge mucous cysts. The ab- 
domen was filled with mucous substance. The 
appendix was the size of a pear and gave the 
impression of mucocele appendicis. Twelve 
liters of mucous substance was removed, and 
the whole of the omentum was resected. One 
year later the swelling of the abdomen was 
renewed. In the course of the third laparotomy 
16 liters was emptied from the abdominal 
cavity. 

Half a year later there was another recur- 
rence. The patient’s family, when informed 
about the malignant course of the disease, 
applied to an American hospital. The patient 
was turned back with the advice to undergo 
a fourth operation, which was performed in 
New York. The patient returned to Israel 
with a number of mucous fistulas in the scar. 
She died shortly afterward of peritonitis. 

Case 4.—A woman aged 68 had gradually in- 
creasing swelling of the abdomen of six 
months’ duration. She was treated under 
various diagnoses. The abdomen had reached 
an enormous size; the body seemed to be but 
an appendix to the huge abdomen. The gen- 
eral condition was not bad. The diaphragm 
on either side was at a level with the fourth 
rib. Sleeping was possible in the sitting 
position only, the horizontal position causing 
severe dyspnea. 

Operation revealed a most grotesque situa- 
tion: some 30 Kg. of liquid was emptied in 


' the course of the laparotomy. On either side 


there existed a cystadenoma of the ovary the 
size of a head, in the state of perforation. 
The patient’s condition improved after the 
operation, and we were about to start treat- 
ment with colloidal gold when she died of 
another intercurrent internal disease (cholera- 
like diarrhea). 

Case 5.—A man aged 52 was admitted to the 
hospital on May 19, 1941. In 1936 he had 
undergone an operation for appendicitis acuta 
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perforativa. In 1937 a growth began to 
develop in the scar, to which the patient paid 
no heed. By now, five years after the appen- 
dectomy, the growth had increased so much 
in size that the patient was transferred to our 
hospital with the diagnosis of “hernia in 
cicatrice.” His general condition was very 
good. In the appendectomy scar there was 
an elastic swelling the size of an orange. The 
tumor, although mobile, could not be re- 
duced into the abdomen; it gave the impres- 
sion of a hernia irreponibilis in cicatrice. As 
the wound had at the time healed per primam, 
the situation seemed somewhat peculiar, and 
we considered the possibility of a sarcoma 
within the scar. 

Operation was performed on May 20, 1941. 
An incision was made above the swelling, and 
the scar was excised. In the fist-sized, elas- 
tic tumor some sort of fluctuation was pal- 
pable. The growth, though situated in the 
abdominal wall, burst open during the process 
of freeing, discharging a gelatinous sub- 
stance. The tumor extended into the ab- 
dominal cavity as far as to the cecum. After 
removal of all the gelatinous substance, the 
abdomen was closed. 

Histologic examination revealed a vesicular 
tumor of the abdominal wall. On the surface 
of the tumor, muscles and fat tissue were 
permeated with isolated small vesicles ap- 
proximately the size of peas. Microscopically 
all these vesicles contained mucus. Some of 
the vesicles were covered with cylinder-shaped, 
cortical mucus-producing cells. other 
places the cortical cells were absent, the mucus 
being in direct contact with the connective 
tissue. In one place giant cells of the “foreign 
body” type were present; in others there were 
layers of cortical cells built like glands, re- 
sembling the intestinal glands but without a 
trace of lymphatic tissue. Histologically the 
process was not malignant. Presumably it 
had started from a piece of mucous membrane 
of the appendix which was implanted in the 
abdominal wall during the operation. The 
diagnosis was pseudomyxoma e appendice in- 
tramurale. On Jan. 24th, 1944, the patient 
reported that half a year earlier another swell- 
ing had appeared. Locally a tumor the size of 
an orange was observed in the scar. Opera- 
tion was performed on January 25, with an 
incision along the scar. When the peritoneum 
was reached, the growth proved to be intra- 
peritoneal. In some places it was gelatinous, 
in others hard. The volume and expansion of 
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the tumor were similar to those observed at 
the previous operation, but owing to its intra- 
peritoneal situation and to the gelatinous 
development, radical extirpation was impossi- 
ble. 

Histologic study revealed small pieces of 
tissue containing many vesicles ranging in size 
from that of a pinhead to that of a pea, all 
of them filled with mucus. The substance was 
identical with the material observed in the 
previous examination. No proof of malig- 
nancy was detectable. 

One year later there appeared myxomatosis 
peritonei generalisata. In this case the 
pseudomyxoma peritonei developed under the 
clinical symptoms of a bowel obstruction that 
eventually led to the patient’s death. No post- 
mortem could be performed. We assume that 
in this case malignant degeneration had taken 
place, since pseudomyxoma in itself generally 
does not cause intestinal obstruction. 


Case 6.—A woman aged 42, of slender hab- 
itus, complained of increasing pain in the 
right lower abdominal quadrant. Palpation 
revealed the presence of a smooth growth the 
size of a child’s head. All other examinations 
gave negative results. 

At operation a tumor situated behind the 
cecum was observed, its size corresponding 
to the clinical impression. It was firmly ad- 
herent to the posterior cecal wall and the 
ascending portion of the colon. Sharp sever- 
ing of adhesions was necessary. When freed, 
the tumor proved to be connected with the 
cecum by a small pedicle about 0.5 cm. long, 
which, macroscopically recognizable, repre- 
sented the rest of the appendix, the whole of 
the remaining growth being a giant mucocele. 
In addition, two small cystic nodules the size 
of pinheads were observed in the retrocolic 
region, a few millimeters apart, which were 
extirpated, with subsequent coagulation. The 
rest of the abdominal cavity was altogether 
free. 

Microscopic examination confirmed the 
macroscopic picture of a giant mucocele with 
free connection of the remaining portion of 
the appendix to the cavity of the mucocele. 
The walls of the mucocele consisted of coarse, 
nucleus-poor, hyalinized scar tissue in which 
lymphatic tissue was present in isolated areas. 
There were no signs of perforation of the 
wall. The cavity was filled with mucous 
masses in which isolated groups of cylindric 
epithelium were present. No epithelium was 


observed in the walls of the mucocele. 
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Reexamination in 1959, four years after the 
operation, showed the patient in good health, 
without any symptoms of a pseudomyxoma. 


COMMENT 


The pathologic-anatomic basis of pseu- 
domyxoma peritonei is as follows: 

Huge quantities of a mucous substance 
are present, whereas microscopically there 
are very few cells. Those detectable are 
cells of an ovarian cyst or of the mucous 
membrane of the appendix, and, as a 
matter of fact, a cyst of the ovary or a 
mucocele of the appendix was at the bot- 
tom of the cases described. The cells 
develop on the visceral and parietal peri- 
toneum as if on a tissue culture, creating 
such quantities of mucus that they them- 
selves are no longer observable; there is 
only the substance they have produced, i.e., 
the mucus. 

Clinically the disease takes a malignant 
course, though it is not malignant from 


the pathologic-anatomic point view. The 
patient is doomed to die because of the 
expansion of the disease, which gradually 
leads to cachexia due to the loss of protein 


(cachexia aproteinogena). Such was the 
case with the patient in Case 4, in which 
more than 30 liters of mucus, i.e., albumin 
substance, was removed. Other causes of 
death are thrombosis and embolism as a 
result of prolonged illness in bed, or in- 
fections due to penetration of bacteria 
into the intestine. In other patients in- 
testinal obstruction develops as a result 
of malignant degeneration. It might be 


said that the last-mentioned are the for- 


tunate ones, as prolonged suffering is 
thereby prevented. 
Treatment.—Laparotomy, with removal 
of the ovarian cyst or the appendiceal 
mucocele, is recommended, with evacua- 
tion of the mucous substance. It has been 
reported that lately a transitory improve- 
ment was followed by treatment with col- 
loidal gold, which for some time has a 
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favorable effect in cases of carcinosis peri- 
tonei, but no permanently effective treat- 
ment is known. As we have no experience 
of our own with colloidal gold therapy, we 
are not in a position to voice an opinion. 

The interest pathologists are taking in 
this disease is understandable, in view of 
the development of mucus-producing cells 
on the peritoneum, which resembles the 
laboratory experiment of cell implanta- 
tion. It is mainly the pathologic literature 
that deals with pseudomyxoma peritonei; 
surgical and gynecologic papers report 
only sporadic casuistic instances. 

As has been stated, the process has the 
character of an implantation; there is a 
similar process known in pathology (endo- 
metriosis). Despite the vast differences 
in its formal genetic course, the latter dis- 
ease is histologically an implantation of 
epithelial and mucus-producing cells pres- 
ent in the peritoneum, both parietal and 
visceral; the implantations occasionally 
also penetrate beneath the serosa of the 
intestine. 

The difference between the appendiceal 
and the ovarian pseudomyxoma is but a 
difference of degree; in the case of an 
ovarian cyst the mucus develops more 
quickly and in greater quantities than in 
the case of a mucocele appendicis; further- 
more, the epithelium of an ovarian cyst 
has from the very beginning a tendency 
toward stronger proliferation and produc- 
tion of mucus. Otherwise the ovariogenet- 
ic and the appendiceal pseudomyxoma are 
alike, both representing mucous implanta- 
tions of mucus-producing cells. 

The prognosis of appendiceal pseudo- 
myxoma peritonei is solely dependent on 
whether or not perforation already ex- 
ists. If it does not, recovery is possible 
after removal of the mucocele. 

There are cases on record of the joint 
existence of an ovarian cyst and an ap- 
pendiceal mucocele. This phenomenon may 
be explained in three ways: 
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1. The appendiceal and the ovariogenet- 
ic disease are not connected. This expla- 
nation seems unacceptable, since the 
simultaneous appearance of the two rela- 
tively rare diseases cannot be a mere 
chance. 


2. The mucocele appendicis is the pri- 
mary and the ovariogenetic the secondary 
disease, somehow comparable to ovarian 
metastases of a carcinoma of the digestive 
tract. This assumption is refuted by the 
fact, recorded by us as well as throughout 
the literature, that it is women who are 
involved in the majority of cases. With 
regard to appendicitis, there are no dif- 
ferences between male and female pa- 
tients. If the explanation were correct, 
pseudomyxoma peritonei would be as fre- 
quent among men as it is among women. 
We have therefore arrived at the conclu- 
sion that simultaneous disease of the ap- 
pendix bears but a secondary character, 
as with our patient in Case 3. 


3. The ovariogenetic is the primary and 
the appendiceal the secondary disease. 
This assumption certainly explains the 
true cause of pseudomyxoma peritonei e 
ovario. One frequently observes implan- 


tations in the subserosa of the intestine; 
it may be assumed that these alterations 
affect the walls of the appendix, which, in 
the presence of pseudomyxoma peritonei, 
are invaded. Once more we cite our Case 
3: the second operation revealed a muco- 
cele appendicis the size of a pear. 


SUMMARY 


Five cases of pseudomyxoma peritonei 
observed by the author are reported, 4 of 
ovariogenetic and 1 of appendiceal origin. 
In a sixth case there was a nonperforating, 
locally developed giant mucocele of the 
appendix. 

The clinical malignancy of disease is 
confirmed. The good prognosis of non- 
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perforating, locally developed mucocele ap- 
pendicis is stressed. 

The importance of abdominal punctures 
in diagnosis is pointed out. Minute quan- 
tities of cell-free mucus observed at the 
point of the needle are conclusive for cor- 
rect diagnosis. 

The histopathologic and anatomic ob- 
servations in the aforementioned cases, 
as well as their clinical causes, are de- 
scribed. 


ZUSAMMENFASSUNG 


Der Verfasser berichtet iiber fiinf von 
ihm beobachtete Falle von Pseudomyxom 
des Bauchfells, von denen vier vom Eier- 
stock und einer vom Wurmfortsatz aus- 
gingen. In einem sechsten Falle handelte 
es sich um eine nicht perforierende 6rtlich 
entstandene riesige Mukozele des Wurm- 
fortsatzes. 

Die klinische Bésartigkeit der Erkran- 
kung wird bestatigt. Die gute Prognose 
der nicht perforierenden 6rtlich entstan- 
denen Mukozele des Wurmfortsatzes wird 
hervorgehoben. 

Auf die Wichtigkeit der Bauchpunktion 
zur Stellung der Diagnose wird hingewie- 
sen. Der Nachweis kleinster Mengen zell- 
freien Schleimes an der Nadelspitze ist 
entscheidend fiir die Diagnose. 

Die: histopathologischen und anatomi- 
schen Beobachtungen, die an den ange- 
fiihrten Fallen gemacht wurden, sowie ihr 
klinischer Verlauf werden beschrieben. 


RESUMEN 


El autor da cuenta de seis casos per- 
sonales de pseudo-mixoma peritoneal, 
cuatro de origen ovarico y 1 de origen 
apendicular. El sexto caso se trataba de 


un mucocele gigante no perforante y desar- 


rollado localmente. 
Se confirma la malignidad clinica de la 


afeccion. 


También se insiste en el buen 
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pronostico del mucocele apendicular local 
no perforado. 

Se menciona la importancia diagnoéstica 
de la puncion peritoneal. Pequefiisimas 
cantidades de moco, libre de células, en la 
punta de la aguja bastan para establecer 
un diagnostico correcto. 

Finalmente el autor hace una descrip- 
cién de sus observaciones anatémicas e 
histopatolégicas asi como de sus causas 
clinicas. 


RESUME 


L’auteur rapporte cing cas de pseudo- 
myxomes du péritoine dont quatre d’ori- 
gine ovariogénétique et un d’origine ap- 
pendiculaire. Dans un sixieme cas il s’agit 
d’une mucocéle géante non perforée de 
l’'appendice. 

La malignité clinique de l’affection est 
confirmée. Quant a la mucocéle localisée 
non perforée, son pronostic est bon, 

L’importance de la ponction abdominale 
pour le diagnostic est soulignée. De pe- 
tites quantités de mucus acellulaire obser- 
vées 4 la pointe de l’aiguille sont concluan- 
tes pour un diagnostic correct. 

Les observations histopathologiques et 
anatomiques des cas rapportés ainsi que 
leurs causes cliniques sont décrites. 
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RIASSUNTO 


Vengono riferiti cinque casi di pseudo- 
mixoma del peritoneo, di cui 4 di origine 
ovarica e 1 di origine appendicolare. In 
un sesto caso vi era un mucocele gigante 
dell’appendice a sviluppo locale e non per- 
forato. 

Viene confermata la malignita clinica 
della affezione, mentre per il mucocele ap- 
pendicolare non perforato dell’appendice, 
a sviluppo locale, la prognosi e’ buona. La 
puntura addominale ha molta importanza 
nella diagnosi perche’ consente di osser- 
vare la presenza de! n_uco nell’ago. 

Viene data la descrizione clinica, anato- 
mica ed istopatologica dei casi. 


SUMARIO 


Comunica cinco casos de pseudomyxoma 
peritoneal, 4 de origem ovariana e de ori- 
gem apendicular. No sexto caso houve 
u’a mucocele gigante, nao perfurada do 
apendice. Confirma a malignidade da 
doenga e salienta que o prognostico quando 
nao ha perfuracao é bom. Encarece a im- 
portancia da puncao abdominal para diag- 
nostico utilisando as pequenas quantitades 
de muco obtido na ponta da agulha de 
puncao. Descreve o quadro anatomopato- 
logico e os aspectos clinicos. 


No one can have a lofty soul or any keenness of wit without some passion for 


letters. 


They are dedicated to the representation of what is beautiful in nature; 


the sciences to truth. Art and science together contain all that is noble or useful in 
the objects of thought, so that nothing is left to such as repudiate them but objects 


unworthy to be taught or represented. 


—V auvenargues 
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5,023 hospitalized patients treated as 

inpatients because of acute abdomi- 
nal complaints. Their symptoms were suffi- 
ciently severe to warrant hospitalization. 
All were seen and examined by various 
physicians and surgeons, ranging from 
interns and admitting physicians to senior 
surgeons. The admission diagnoses in- 
dicated that the physicians and/or sur- 
geons were convinced that some acute 
condition existed within the abdomen. 


[sce study is based upon a series of 


*Director, Department of Surgery, Oyster Bay Hospital, 


Bayville. 
Submitted for publication Nov. 9, 1959. 


Immediate Operation Versus Conservatism 
For Acute Abdominal Complaints 
A Survey of Over 5,000 Hospital Admissions 


BERNARD J. FICARRA, M.D., Sc.D., LL.D., PH.D.* 
OYSTER BAY, LONG ISLAND, NEW YORK 


In the author's opinion, absolute 
accuracy of diagnosis is not essen- 
tial to correct treatment. When a 
sincere effort toward a diagnosis has 
proved fruitless or equivocal, the 
tirst important decision is whether or 
not operation is indicated; if it is, the 
next question is whether it should be 
done immediately, and if the answer 
to this is affirmative, the next step is 
to determine the patient's operability. 
Can he tolerate a major operation? 
When the surgeon is forced to make 
a choice, correct appraisal of the pa- 
tient as an operative risk may be 
preferable to accuracy of diagnosis, 
so far as the life of the patient is 
concerned. 


The survey encompasses five different 
hospitals, located in both rural and urban 
communities. The cases studied were both 
private and ward patients and persons 
admitted via the emergency room. The 
period of study extends over ten years and 
six months, commencing Jan. 1, 1948 and 
terminating July 31, 1959. 

The distribution of the admission diag- 
noses was as follows: 


Tentative Diagnosis No. of Cases 


Acute appendicitis 2,281 
Pelvic disease (acute) 774 
Perforated peptic ulcer 536 
Acute cholecystitis 279 
Lesions of the colon 224 
Pancreatic diseases 186 
Small bowel obstruction 172 
Large. bowel obstruction 143 
Peritonitis 133 
Mesenteric vascular occlusion 72 
Traumatic injury to the abdomen Yi 
Internal hemorrhage , 73 
Laceration of the liver 55 
Splenic injury (“ruptured” spleen) 18 

Total 5,023 


From this tabulation it is evident that 
the most frequent admission diagnosis was 
acute appendicitis. Not all of the 2,281 
cases with this diagnosis proved to be 
acute appendicitis; nevertheless 85 per 
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cent of the patients were subjected to 
operation. It is interesting to note that 
as many as 90 per cent of the patients 
admitted to a ward service were operated 
on, whereas the percentage of the private 
patients treated by immediate operation 
was 65. Delayed operation, after addi- 
tional diagnostic studies, was performed 
in 15 per cent more of this group, with 
the end result that 80 per cent of the total 
number of patients admitted with a diag- 
nosis of appendicitis was subjected to 
operation. 

In some instances an elective appen- 
dectomy was performed, which revealed 
mechanical appendicitis due to fecaliths, 
adhesive bands or kinks (Jackson’s veil 
and Lane’s kink). Elective surgical inter- 
vention on other occasions revealed un- 
usual abnormalities, such as a congenital 
cyst of the terminal portion of the ileum 
and Meckel’s diverticulitis. 

Other pathologic entities (discharge 


diagnosis) in the cases of patients ad- 
mitted for appendicitis were: 
1. Acute mesenteric adenitis, including 


Fig. 1.—Meckel’s diverticulum presenting clinical 
picture of acute appendicitis in a 7-year-old boy. 
Photograph taken in operating room. 
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2 instances of Hodgkin’s disease. 
. Right renal disease (mostly calculi). 
. Acute gastroenteritis (especially in 
children). 
. Meckel’s diverticulitis. 

5. Ileocecal disease (cecal carcinoma). 

6. Segmental ileitis. 

In women, pelvic disease fell into the 
following groups: 

1. Perforated corpus hemorrhagicum. 

2. Ectopic pregnancy. 

3. Salpingitis or hydrosalpinx. 

4. Twisted ovarian cyst or fibroid. 

In most instances, patients with pelvic 
diseases were transferred to the gyneco- 
logic service for treatment. 

Perforated Peptic Ulcer.—The highest 
incidents of perforated ulcers was re- 
corded in municipal hospitals. It is en- 
lightening to learn that the preoperative 
diagnosis of perforated ulcer was 99 per 
cent correct, most of the diagnoses being 
made by the resident house staff. Opera- 
tive observations indicated that perfora- 
tion of duodenal ulcer occurred 95 times 
as frequently as did gastric ulcer. In 3 
cases the lesions proved to be malignant 
gastric ulcers for which immediate gas- 
trectomy was performed. It is worthy of 
note that, of the 536 patients with per- 
forated ulcers (exclusive of the 3 with 
gastric malignant ulcer), only 6 returned 
for elective gastrectomy because of duo- 
denal obstruction four to eight months 
after the emergency procedure. 

Acute Cholecystitis—Immediate opera- 
tion (within twenty-four hours) appeared 
to be the choice of procedure for 200 of 
the 279 patients with acute cholecystitis. 
In the group of 200, exploration of the 
common duct was performed in 10 per 
cent of the cases with 5 per cent successful 
removal of a stone in the common duct. 
Actual perforation of the gallbladder due 
to gangrene was reported in 25 per cent 
of the operative cases. In 13 per cent of 
this group there was a small perforation 
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at the fundus, which was sealed off by 
the omentum. In the remaining 12 per 
cent, the spillage of bile was localized to 
the pericholecystic area in 6 per cent of 
the cases, and actual bile in the peritoneal 
cavity was reported in 6 per cent of the 
entire 25 per cent of patients with perfora- 
tion of the gallbladder. 

An observation worthy of note is that 
cholecystostomy was performed on 10 
patients who were extremely ill from acute 
gangrenous cholecystitis when the gan- 
grene was limited to the fundus. 

Intestinal Lesions.—Except for acut2 
obstruction of the small bowel, most lesions 
of the intestines were treated after addi- 
tional studies. In the majority of in- 
stances elective operations were necessary. 
Carcinoma was the most common cause of 
obstruction of the large bowel. Other en- 
tities encountered were: 

1. Diverticulitis. 

2. Sigmoiditis. 

3. Perforation secondary to ulcerative 

colitis. 

4, Volvulus. 

Obstruction of the small bowel was at- 
tributed to postoperative adhesions in 
most cases. Other causes were atresia, 
stenosis, volvulus, internal hernia, gall- 
stone in the small bowel (ileum), seg- 
mental ileitis and neoplasm of the ileum 
(1 case). 

Pancreatic Diseases.—Although 186 pa- 
tients were admitted to the hospital with a 
preoperative diagnosis of pancreatic dis- 
ease, this diagnosis was substantiated by 
surgical intervention in only 78 cases. 
Acute pancreatitis was the most common 
operative observation. No surgical inter- 
vention was advised when the diagnosis 
was determined preoperatively. When 
laparotomy was performed and pancreati- 
tis observed, the only operation performed 
was cholecystostomy. Most surgeons pre- 
ferred not to operate in the presence of 
pancreatitis. Postgastrectomy pancreatitis 
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Fig. 2.—Congenital cystic dilatation of terminal 
ileum removed from a 4-year-old boy with acute 
abdominal pain and in whom a mass was palpated 
in the appendiceal area. Admitting diagnosis was 
appendiceal abscess. Photograph shows posterior 
view of specimen removed surgically. 


Fig. 3.—Roentgenogram of 35-year-old man with 

acutely perforated duodenal ulcer. Arrow in- 

dicates presence of air under right hemidia- 
phragm. 


was noted in 11 cases when a second ex- 
ploration was performed because of acute 
abdominal signs and symptoms. 

A most interesting situation was en- 
countered in 12 cases of pancreatic calculi. 


10 
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Fig. 4.—Roentgenogram film taken after adminis- 

tration of barium clysma to 12-year-old girl with 

volvulus of sigmoid. Arrow indicates a beak- 

like projection characteristic of volvulus in recto- 
sigmoid area. 


The patients had symptoms and signs sug- 
gestive of cholecystic or pancreatic dis- 
ease. Roentgenograms showed calculi in 
the pancreas. Surgical removal of the 
calculi effected a cure. 

Peritonitis—Although 133 patients were 
admitted with the diagnosis of peritonitis, 
this pathologic process was secondary to 
appendicitis, perforated ulcer, diverticuli- 
tis or sigmoiditis. 

So-called primary peritonitis was re- 
ported in the cases of 5 girls under 10 
years of age. Peritonitis of this type is 
due to certain specific organisms. The in- 
fection is thought to spread from the fal- 
lopian tube or the intestine. Organisms 
cultured from the peritoneal fluid are 
usually pneumococci or streptococci. 

The patient is usually a poorly nour- 
ished female child. Abdominal pain is 
present and is not localized to any specific 
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area. A temperature of 104 to 105 F is 
commonly associated with leukocytosis. 
Diarrhea and toxic symptoms out of pro- 
portion to the local signs are noted. 
Meteorism is frequent, but abdominal 
rigidity is minimal. 

When the pathologic process advances 
to pus formation, the toxic symptoms 
lessen. Gradual painless abdominal dis- 
tention supervenes. This entity is most 
often confused with appendicitis. The 
major distinguishing points are the his- 
tory, the distention, the atypical abdom- 
inal picture, the high fever and the leuko- 
cytosis. If a vaginal smear is possible, the 
offending organism may be _ identified. 
The diagnosis of pneumococcic peritonitis 
is usually made at operation, when the 
characteristic white flecks are seen in the 
peritoneal fluid. 


Fig. 5.—Small bowel obstruction in 30-year-old 


pregnant woman. Arrows indicate presence of 
fetal head in pelvis. Patient was treated con- 
servatively and had normal baby. 
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Periodic Peritonitis—One clinical rec- 
ord from the pediatric service bore the 
final diagnosis of periodic peritonitis. 
American pediatric literature and text- 
books do not contain any reports of peri- 
odic peritonitis, a syndrome familiar to 
internists in Australia, as well as to phy- 
sicians in the Near East and North Africa. 
This disease, often familial, apparently is 
limited principally to Arabs, Armenians 
and Jews, but other peoples occasionally 
are affected. Periodic peritonitis is char- 
acterized by abdominal pain and tender- 
ness, fever, polymorphonuclear leukocy- 
tosis, and, at times, pain in the thorax and 
joints. The duration of an attack is 
twenty-four to seventy-two hours; it is 
followed by complete remission, but ex- 


film of abdomen of 35-year-old 


Fig. 6.—Scout 
Admitting 


seaman with acute abdominal pain. 


diagnosis was penetrating or perforating peptic 

ulcer. Photograph illustrates presence of pan- 

creatic calculi, which were removed in elective 
surgical procedure. 
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Fig. 7.—Scout film of abdomen of 65-year-old 
man with acute abdominal complaints. This film 
suggested small bowel obstruction. Barium enema 
revealed no obstruction. Exploratory laparotomy 
revealed gangrene of small bowel due to acute 
mesenteric thrombosis. 


acerbations occur at regular intervals, and 
the remissions may become shorter with 
age. Most of the patients have undergone 
appendectomy in childhood. There is no 
appreciable effect on the general health, 
growth. or development of children so 
afflicted. In more than half of the re- 
ported cases the onset took place in child- 
hood. The condition has been reported 
as occurring in the United States, 
Lebanon and North Africa. The cause 
is unknown. Other authors have not dis- 
covered a relation to allergy. No infec- 
tious agent has been implicated. The pos- 
sibility of a neurologic background has 
been explored. Patients with abdominal 
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Fig. 8.—Resected portion of stomach, showing a 

gastric polyp. Patient was 50-year-old man who 

entered hospital for acute hematemesis. Admit- 

ting diagnosis was acute massive hemorrhage 
secondary to peptic ulcer. 


Fig. 9.—Roentgenogram taken after ingestion 

of barium, showing gastric diverticulum. Patient 

was 45-year-old man presenting clinical picture 
of acute peptic ulcer. 
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epilepsy, however, do not have abdominal 
physical signs or fever, and their attacks 
usually are controlled by . anticonvulsant 
medication. 

Mesenteric Vascular Occlusion.—Al- 
though 72 patients were admitted with the 
impression of mesenteric vascular occlu- 
sion, only 15 actually had this entity. One 
of the patients in question, a young man, 
had mesenteric thrombosis secondary to 
migratory thrombophlebitis. 

Another man, 26 years of age, had 
mesenteric thrombosis with proved Buer- 
ger’s disease. 

Intra-Abdominal Hemorrhage.—A gen- 
eral diagnosis of intra-abdominal bleeding, 
with or without shock, was made in 73 
cases of bleeding peptic ulcer. It is inter- 
esting to note that in all of the early cases 
studied (1948 to 1951) treatment was con- 
servative and that in more recent years 
operative intervention was more frequent. 
The mortality rate lessened with the in- 
crease in surgical intervention. 

Actual intraperitoneal bleeding second- 
ary to laceration of the liver was observed 
in 55 patients. Splenic injury necessi- 
tated splenectomy in 18 instances, 2 of the 
patients being children, aged 8 to 9 respec- 
tively, who had fallen out of a tree, 

Gastric hemorrhage secondary to gas- 
tric polyp and gastric diverticulum was 
observed in 2 young men. 


Meconium Ileus.—In this entire study 
of more than 5,000 charts, only 1 instance 
of meconium ileus was encountered. 

The term “meconium ileus” signifies a 
mechanical obstruction of the small bowel 
in the newborn, secondary to alterations 
in the physical and chemical properties 
of the meconium. These alterations 
are due essentially to quantitative and 
qualitative changes in the pancreatic 
secretions, resulting in tarry meconium 
that becomes increasingly more viscid in 
the distal portion of the ileum. It is only 
within the past few years, with a begin- 
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ning understanding of pathogenesis and 
nutritional requirements, the ready avail- 
ability of broad-spectrum antibiotics for 
long-term administration and an aggres- 
sive surgical approach, that survival has 
been obtained for any of these infants. 
According to present-day concepts, meco- 
nium ileus is one of the manifestations 
of a generalized disease of the exocrine 
glands, especially those of the mucus- 
secreting variety. In 1905 Landsteiner 
first described meconium ileus and the 
relation of pancreatic disease in the new- 
born to the grossly abnormal meconium. 
Rarely, a comparable pancreatic lesion 
may be caused by congenital stenosis of 
the pancreatic ducts, as described by 
Kornblith and Otani and again by Hurwitt 
and Arnheim. In 1938 Andersen de- 
scribed fibrocystic disease of the pancreas 
and contended that meconium ileus is 
merely an early manifestation of this 
condition. Farber examined 18 infants 
who died of meconium ileus and noted in 
each instance an obstructive lesion in the 
pancreas characterized by inspissation of 
secretions, dilation of the ducts, atrophy 
of the acini and fibrosis of the pancreas. 
He demonstrated the relation between 
defective enzyme production in patients 
with this pancreatic lesion and the altered 
physical state of meconium in those with 
meconium ileus. Buchanan and Rapoport 
concluded that in the presence of meco- 
nium ileus the meconium is an abnormal 
secretory product of the intestinal and 
gastric glands; that its chemical reaction 
is more like that of protein than that of 
the carbohydrates in normal infants, and 
that its abnormal viscosity is due to its 
higher mucoprotein content. “It appears 
that the abnormality in meconium ileus is 
a result of the production of an excessive 
amount of mucoprotein which is not 
digested because of pancreatic achylia.” 
(Shwachman and others; B. Seidenberg, 
M.D, and E. S, Hurwitt, M.D., Meconium 
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Fig. 10.—Diagram illustrating points of maxi- 
mum tenderness in acute abdominal states: 1, 
appendicitis; 2, retrocecal appendicitis; 3, pelvic 
disease; 4, Meckel’s diverticulitis; 5, perforated 
ulcer; 6, acute cholecystitis; 7, renal disease; 8, 
left-sided diverticulitis or sigmoiditis; 9, inflam- 
mation of vas deferens or tubo-ovarian disease. 


Ileus, Surg. Clin. North America, Decem- 
ber 1956.) 


CONCLUSIONS 


A survey of the records of 5,023 patients 
admitted to five different hospitals have 
been studied. Admission to the hospital 
was prescribed because abdominal symp- 
toms were so severe that hospitalization 
was indicated. This study would be with- 
out purpose if some lesson had not been 
learned and some knowledge had not 
resulted. Appraisal of the evidence given 
in this study produced two kernels of 
knowledge. First, the data in the accom- 
panying tabulation will aid in arriving at 
a diagnosis in most instances if the exam- 
iner is mindful of the pathologic entities 
recorded. Second, the diagram in Figure 
10 illustrates the areas of maximum ten- 
derness in the presence of the diseases 
indicated. This, too, is an aid in arriving 
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VII. Obstruction of the small bowel 


at a diagnosis when a patient presents 
himself with an acute pathologic intra- 
abdominal condition. 

Elimination of the following pathologic 
conditions will assist in arriving at a diag- 
nosis in the majority of patients with 
acute abdominal signs or symptoms. 

I. Acute appendicitis, to be differen- 

tiated especially from: 

1. Acute mesenteric adenitis 

2. Right renal disease 

3. Acute gastroenteritis 

4. Meckel’s diverticulitis or other 
congenital anomalies 

5. Pelvic inflammatory disease 

6. Ileocecal spasm 

7. Segmental ileitis 


. Pelvic Disorders 
1. Ruptured corpus hemorrhagi- 
cum (mittleschmerz) 
2. Ectopic pregnancy, to be differ- 
entiated from other causes of 
hemorrhage: 


3. Salpingitis 

4. Torsion of ovarian cyst or 
uterine fibroid 

5. Segmental ileitis 


. Perforated peptic ulcer 
. Acute cholecystitis 


. Lesions of the colon 
1. Cecum and ascending colon 
a. Neoplastic diseases 
b. Tuberculosis 
c. Cecal perforation 
d. Diverticulitis 
e. Appendices epiploica inflam- 
mation 
2. Descending colon and rectum 
a. Acute diverticulitis 
b. Perforation due to colitis 
c. Perforation due to carcinoma 
d. Acute sigmoiditis 


VI. Pancreatic diseases 
a. Acute pancreatitis 
b. Traumatic pancreatitis 
c. Pancreatic calculi 
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1. Developmental anomalies 
a. Atresia and stenosis 
b. Malrotation (volvulus) 
2. Hernia 
a. External hernia 
(1) Ventral 
(a) Epigastric 
(b) Incisional 
(2) Inguinal and canal of 
Nuck 
(3) Umbilical and femoral 
(4) Lumbar and obturator 
(5) Sciatic and perineal 
b. Internal 
(1) Paraduodenal and 
Retzius’ 
(2) Mesenteric and Winslow’s 
3. Postoperative adhesions 
4. Gallstones 
a. Reflex ileus 
b. Impacted calculus in the gas- 
trointestinal tract 
5. Segmental ileitis, to be differ- 
entiated from: 
a. Appendicitis 
b. Meckel’s diverticulitis 
c. Neoplasm of ileum 
6. Intussusception 
7. Volvulus 
Obstruction of the large bowel 
1. Fecal impaction 
2. Carcinoma 
3. Intussusception 
4. Volvulus 
5. Conditions confused with ob- 
struction of the large bowel: 
a. Congenital megacolon 
b. Ascites 
c. Large ovarian cyst 
d. Reflex paralysis of colon 


. So-called primary peritonitis 


1. Pneumococcic 

2. Streptococcic 

3. Tuberculous 

4. Associated with rheumatic fever 
(myositis) 
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Mesenteric vascular occlusion 
Traumatic injuries to the abdomen 
1. Penetrating wounds 
2. Nonpenetrating wounds 
3. Subparietal rupture of the in- 
testine 
4. Injuries to the liver, spleen and 
kidney 
5. Rupture of the urinary bladder 
6. Retroperitoneal hemorrhage 
due to: 
a. Pelvic fractures 
b. Kidney lacerations 
c. Tearing of perinephritic 
vessels 
7. Laceration of the mesenteric 
root 
8. Ingested foreign bodies 
Acute physiologic disturbances 
1. Metabolic disorders 
a. Diabetes mellitus 
b. Uremia d. Porphyria 
c. Addison’s disease 
2. Blood dyscrasias 
a. Drepanocystosis 
b. Leukemia (in children) 
c. Henoch’s pupura 
3. Cardiovascular diseases 
a. Congestive heart failure 
b. Myocardial infarction 
c. Pericarditis 
d. Abdominal aneurysm 
e. Dissecting aneurysm 
4. Gastrointestinal allergy 
a. Serum sickness 
b. Black widow spider bite 
5. Infectious diseases 
a. Typhoid fever 
b. Pneumonia 
c. Measles 
6. Intoxications 
a. Aleoholism 
b. Lead poisoning 
Neurologic Disorders 
1. Girdle pains of tabes dorsalis 
2. Herpes zoster 
3. Intercostal neuralgia 
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4. Compression of the spinal nerve 
due to congenital anomalies and 
diseases of the spinal column. 


RESUME 


Le principe chirurgical cardinal de 
Vauteur est qu’un diagnostic exact n’est 
pas essentiel pour un traitement efficace. 
Lorsqu’un effort sincére a été fait en vue 
d’un diagnostic précis et que |’on a obtenu 
un résultat nul ou douteux, la question 
importante qui se pose est de savoir si le 
patient est un cas chirurgical et, dans 
l’affirmative, si |’opération est urgente ou 
non, En cas d’urgence il faut déterminer 
lopérabilité du patient. Sera-t-il 4 méme 
de supporter une intervention majeure? 
Lorsqu’un choix s’impose au chirurgien, 
une évaluation correcte de l’opérabilité du 
malade peut avoir plus de valeur qu’un 
diagnostic exact en ce qui concerne la vie 
du malade, 


RESUMEN 


Un principio fundamental segtn el autor 
es que un diagndéstico correcto no es 
esencial para un tratamiento correcto. 
Cuando se ha hecho un esfuerzo sincero 
para conseguir un diagnostico preciso y 
este ha sido infructuoso o equivoco, la 
proxima decisién importante es la de si 
el enfermo plantea o no problema quirtr- 
gico. Si se trata de un problema quirtr- 
gico debe entonces decidirse si la operacién 
ha de ser o no inmediata. Si se considera 
la operacién inmediata el, préximo paso es 
el de determinar la operabilidad del en- 
fermo. ;Podra tolerar la operacién grave? 
Cuando el cirujano se ve forzado a tomar 
una decisién importa mas una evaluacién 
correcta de la operabilidad que un diag- 
nodstico preciso ya que lo que importa es 
la vida del enfermo. 

Como en todo nuevo proceder, deben to- 
marse nuevas precauciones. Pero si éstas 
se observan adecuadamente Ja enzima 
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ofrece muchas ventajas a una gran va- 
riedad de enfermos. 

A pesar del corto numero de casos per- 
sonales y de casos descritos hasta la ac- 
tualidad el autor esta convencido de que la 
zonulolisis enzimatica proporciona una 
ayuda de gran valor al tratamiento qui- 
rurgico de la catarata al garanzizar una 
investigaciOn enérgica y completa. 


ZUSAMMENFASSUNG 


Des Verfassers wesentlicher chirurgi- 
scher Grundsatz ist, dass zu richtiger Be- 
handlung eine genaue Diagnose nicht un- 
bedingt notwendig ist. Wenn ernste Be- 
miihungen, zu einer genauen Diagnose zu 
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gelangen, sich als fruchtlos erweisen oder 
zu zweideutigen Ergebnissen fiihren, ist 
der nachst wichtigste Schritt, zu entschei- 
den, ob der Kranke ein chirurgisches Pro- 
blem darstellt oder nicht. Im bejahenden 
Falle muss sodann entschieden werden, ob 
ein sofortiger Eingriff angezeigt ist oder 
nicht. Trifft dies zu, so muss man sich 
liber die Operationstauglichkeit des Kran- 
ken klar werden. Kann er einen grésseren 
Eingriff aushalten? Wenn der Chirurg zu 
einer Entscheidung gezwungen ist, mag 
sich, was das Leben des Kranken betrifft, 
die richtige Auswertung seiner Opera- 
tionsfahigkeit als wichtiger erweisen als 
die Stellung einer genauen Diagnose. 


Remember that when you're in the right you can afford to keep your temper and 
that when you’re in the wrong you can’t afford to lose it. 


—Graham 


A man who cannot command his temper should not think of being a man of 


business. 


Good temper is an estate for life. 


—Chester field 


—Brooks 


It is bad manners to say “You are welcome to your own opinion”; but it is the 
perfection of good fellowship to really mean it. 


—Shaw 
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Regional Tleitis 


BYRN WILLIAMSON, M.D., F.A.C.S. 


AND 
CHARLES L. JAMES, M.D. 


BIRMINGHAM, ALABAMA 


WENTY-FIVE years have elapsed 
since Crohn and his associates! segre- 

gated from the miscellaneous group 
of benign nonspecific granulomas of the 
intestinal tract a group of 14 cases they 
called regional ileitis. Since this original 
description of a necrotizing and cicatriz- 
ing inflammation affecting the small 
bowel, the literature has become volumi- 
nous. It was soon discovered that the 
disease, far from being a process localized 
to the terminal portion of the ileum, could 
attack any segment of the ileum or the 
jejunum; and recently the disease has 
been reported with increased frequency 
as occurring in the duodenum, the stom- 
ach, and the proximal portion of the colon. 
One case of esophageal involvement was 
recently reported.2 Up to 1955 only 20 
cases of the disease affecting the duo- 
denum had been reported; we are adding 
1 case to this group.* 

Etiologic Factors.—Thus far the cause 
of this disease is no clearer than when it 
was first described as a specific entity. 
Many theories have been conceived, but 
no conclusive evidence has appeared in 
support of any of them. 

Pathologic Picture——Regional enteritis 
occurs in the acute, subacute and chronic 
forms. It appears to be an involvement 
primarily of the lymphoid tissue, which 
shows hypertrophy and obstructive 
lymphadema in the submucosa.‘ Actu- 
ally, however, the disease involves all 
layers of the intestinal wall with inflam- 


From the Surgical Service, Simon-Williamson Clinic, 


Birmingham. 
Submitted for publication March 18, 1959. 


Crohn’'s disease, the cause of 
which i¢ still unknown, is being rec- 
ognized and diagnosed with in- 
creasing frequency. For the acute 
form of this condition conservative 
treatment is indicated. For the sub- 
acute and chronic forms the only 
definitive treatment available is sur- 
gical and consists of resection or 
complete defunctionalization of the 
diseased bowel when this is feasible; 
otherwise, it may be necessary to 
employ a shunt procedure without 
interruption of the bowel. 


mation, cellular infiltration and fibrosis. 
Giant cell systems are present, without 
caseation, which were originally mistaken 
for tuberculosis. The bowel becomes 
shortened and has a rubberhose appear- 
ance and feel, which is the “trademark” of 
the disease. The mesentery of the affected 
bowel is the site of increased fat infiltra- 
tion, which may extend over the entire 
subserosal surface. The mesentery is also 
thickened, edematous and rubbery, with 
changes in the lymphatics like those in 
the intestinal wall. 

The regional lymph nodes are enlarged. 
The disease usually affects the terminal 
portion of the ileum and stops abruptly 
at the ileocecal valve, but it may involve 
almost any segment of the alimentary 
tract. It is not uncommon to observe 
extensive involvement of the jejunum or 
ileum with intervening normal areas. 
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The inflammatory process frequently 
causes loops of intestines to adhere to 
each other, and abscesses and internal 
fistulas may form. The inflammation may 
so reduce the lumen of the bowel that 
obstructive symptoms result. Crohn’s 
disease should be suspected in cases of 
multiple fistulas of the abdominal wall and 
multiple abscesses of the perineum. It is 
questionable whether the acute phase of 
the disease is the same pathologic process 
as the subacute and chronic phases. 


Symptoms and Diagnosis.—The disease 
was originally considered rare but is now 
being recognized with increasing fre- 
quency. During our first ten years of prac- 
tice it was not recognized, but in the past 
ten years 11 patients have been operated 
upon. The disease affects male and 
female patients with about equal fre- 
quency, usually in young adult life. In 
the acute stage regional ileitis usually 
is indistinguishable from acute appen- 
dicitis. 

In the chronic stage there is no constant 
clinical picture. The symptoms may be 
divided into three categories. The first 
to appear are symptoms of ulcerative 
enteritis, i.e., crampy abdominal pain, 
diarrhea and mucus in the stools, usually 
without the presence of blood. The pa- 
tient generally has secondary anemia, 
loss of weight, malaise and fever. If the 
disease is high in the intestinal tract, 
vomiting may be a prominent symptom, 
as it was in our case of duodenal disease. 
The patient may be mentally depressed. 

The second group of symptoms consists 
of incomplete or complete intestinal ob- 
struction with colicky abdominal pain, 
nausea and vomiting. In cases of ad- 
vanced involvement, thickening in the 
intestinal wall, with cicatrization and 
shortening of the bowel, progress to 
produce the obstruction. In this stage an 
abdominal mass may be present in the 
right lower abdominal quadrant. 
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The third group includes fistula forma- 
tion. The patient may have abscesses of 
the perineal or abdominal wall that lead 
to external fistulas. Intra-abdominal ab- 
scesses and intra-abdominal fistulas may 
develop. Most often the fistulas form be- 
tween adjacent loops of ileum, but they 
may occur between the ileum and the 
sigmoid, cecum, rectum, vagina or uterus. 
The diagnosis may be suspected from the 
clinical picture as aforedescribed, but 
establishment of the diagnosis is usually 
made either by roentgen study of the 
bowel or by direct examination at the time 
of laparotomy. 


Surgical Treatment.—Surgical treat- 
ment of regional ileitis has been looked 
upon with some disfavor because of the 
frequency of recurrence after operation, 
but at present this form of treatment 
offers the most satisfactory results and is 
the only definitive treatment available. 
The disease may be divided into two dis- 
tinct groups from a surgical standpoint: 
(1) acute and (2) subacute and chronic. 


The acute condition may or may not be 
a forerunner of the latter. In this group 
are the conditions that are clinically in- 
distinguishable from acute appendicitis, 
which is usually the preoperative diag- 
nosis. At operation a large phlegmonous 
mass is encountered in the terminal por- 
tion of the ileum. Treatment should be 
conservative. The abdomen should be 
closed with or without appendectomy. 
Some authors originally maintained that 
removing the appendix increased the 
tendency toward fistula formation, but 
subsequent experience does not bear this 
out. The patient almost invariably re- 
covers spontaneously or with the help of 
antibiotics. Whether or not the antibiot- 
ics contribute to the recovery is not clear. 
This is the type of ileitis usually en- 
countered in children, and there is serious 
doubt that it is the same disease as the 
chronic sclerosing type. 
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We have operated upon 5 patients with 
the acute disease, all with histories of 
abdominal pain of a few hours’ to a few 
days’ duration and in all of whose cases 
a preoperative diagnosis of acute appendi- 
citis was made. All had terminal ileitis. 
The appendix was removed in all cases. 
No fistulas developed. In 2 cases only an 
appendectomy was done; in 1 the involved 
ileum was resected, and in the other 2 
an ileotransverse colostomy was _ per- 
formed. All patients recovered unevent- 
fully and at the time of writing, three to 
ten years after the operation, have had 
no recurrence of the disease. 

Subacute or chronic ileitis is a much 
more difficult condition to appraise from 
the surgical standpoint. When there is 
obstruction or perforation with abscess 
or fistulation, operation is definitely in- 
dicated. In certain other cases opera- 
tion is required owing to intractability. 
Recurrence is more prone to occur with 
this type, whatever the surgical pro- 
cedure chosen. Certain principles of 
treatment have resulted from appraisal 
of the collective experience of many 
authors. The bowel must be divided 
well proximal to the disease. After 
this, a bypass or a resection may be done, 
depending on the extent of the disease, the 
condition of the patient and the experi- 
ence of the surgeon. Marshall’ has ex- 
pressed the opinion that resection of the 
affected ileum together with the right 
colon offers the best chance of cure, while 
others prefer an ileotransverse colostomy 
or, when the proximal portion of the colon 
is involved, an ileosigmoidostomy. Our 
experience with bypassing the affected 
ileum by doing an ileotransverse colos- 
tomy without transecting the ileum in 2 
cases was disappointing. In both cases 
further surgical intervention was required 
within six months, although both patients 
improved temporarily. On both, a right 
colectomy with removal of the affected 
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Inflammation of regional Crohn’s disease extend- 

ing throughout duodenum and involving proximal 

portion of jejunum, terminal portion of ileum and 
prepyloric region of stomach. 


ileum was performed as a second proce- 
dure, with good results. 

When there are recurrent postoperative 
symptoms that do not respond to medical 
management, further operation must be 
considered. These are the cases that most 
tax the surgeon’s judgment. If the 
original operation was a bypass proce- 
dure, with the diseased bowel left in, 
and there is no extension of the disease, 
resection may be decided upon. On the 
other hand, if the disease has progressed 
from the ileum down into the colon, an 
ileosigmoidostomy may be used. 

The disease has a predilection to recur 
in the reconstituted terminal portion of 
the ileum. It may be necessary to do 
another resection of the ileum and an 
ileocolostomy, There is danger in remov- 
ing too great a length of small bowel in 
the presence of this disease, for the pa- 
tient may become an “intestinal invalid” 
owing to malabsorption and malnutrition. 
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In general, it may be stated that the oper- 
ation should be directed toward deviating 
the fecal stream away from the affected 
bowel. Improvement occurs even though 
this is not completely accomplished. 

In 1 of our cases, that of a twenty-six 
year old white woman with a history of 
recurrent crampy abdominal pain, nausea 
and vomiting of eight years’ duration, 
it was not possible to exclude all the ab- 
normal bowel because of the extent of the 
disease and the involvement of the duo- 
denum, a segment of the jejunum and 
the distal portion of the ileum. The diag- 
nosis of segmental enteritis was made 
preoperatively by roentgen study. Be- 
cause of progressive loss of weight with 
intractable vomiting, operation was ad- 
vised. A gastrojejunostomy and ileocolos- 
tomy were done as a shunt procedure, 
without interrupting the bowel. This 
procedure was selected because of the 
poor condition of the patient and the 
extent of the disease, which existed 
throughout the duodenum down through 
about 18 inches (45.7 cm.) of the proximal 
portions of the jejunum, with a second 
area of disease involving the terminal 28 
inches (71.1 ecm.) of the ileum. There 
was some inflammation extending into the 
prepyloric region of the stomach (see 
illustration). This patient has had a good 
response, with subsidence of symptoms 
and gain in weight. She was operated 
upon two and one-half years ago. 

When fistulas occur, it is necessary 
either to remove the diseased bowel or to 
create a short circuit around the bowel 
bearing the fistula. One of our patients 
had an abscess in the right lower abdomi- 
nal quadrant, and an external fistula de- 
veloped and persisted until the diseased 
bowel was resected. Direct attack upon 
the fistula itself is completely ineffective. 


SUMMARY 
Crohn’s disease is being recognized and 
diagnosed with increasing frequency. 


JULY, 1960 


The cause is still not known. 

The granulomatous inflammation is be- 
ing found in the stomach, duodenum and 
colon with increasing frequency. 

Twenty cases of duodenal involvement 
were reported up to 1955, and another 
case is here recorded. 

In cases of acute involvement, conserva- 
tive treatment is indicated. 

When the condition is subacute and 
chronic the only definite treatment avail- 
able today is surgical and consists of 
resection of the diseased segment of bowel 
or complete defunctionalization of the dis- 
eased segment when feasible. Otherwise, 


a shunt procedure, without interruption 
of the bowel, may have to be employed. 


RESUMEN 


La enfermedad de Crohn se reconoce y 
diagnostica cada vez con mas frecuencia. 
Su causa sigue siendo desconocida. La 
inflamaci6n granulomatosa se encuentra 
cada vez mas amenudo en est6mago, duo- 
deno y colon. En 1.955 se han encontrado 
20 casos que afectaban al duodeno, y otros 
varios estan en estudio. En los casos 
agudos esta indicado el tratamiento con- 
servador; en los casos subagudos y croni- 
cos el tinico tratamiento aconsejable hoy 
dia es la reseccién del asa enferma 0 la des- 
funcionalizacion si es factible. También 
puede emplearse un shunt sin interrupcién 
del asa afecta. 


RESUME 


La maladie de Crohn est de plus en plus 
souvent reconnue et diagnostiquée. 

Son origine est encore inconnue. 

Avec une fréquence accrue |’inflamma- 
tion granulomateuse est constatée dans 
l’estomac, le duodénum et le colon. 

20 cas avec processus duodénal ont été 
rapportés jusqu’en 1955, auxquels |’auteur 
ajoute un cas personnel ici décrit. 

Dans les cas aigus le traitement conser- 
vateur est indiqué. 
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Dans les cas subaigus et chroniques, le 
seul traitement déterminant a l’heure ac- 
tuelle est chirurgical: résection intestinale 
ou technique de dérivation. 


SUMARIO 


A doencga de Crohn esta sendo reconhe- 
cida e diagnosticada agora com maior fre- 
quencia. Permanece ainda desconhecida a 
causa. A inflamacéo granulomatosa do 
estomago, duodeno e colo tem sido encon- 
trada com maior incidéncia. 

Apresenta a reviséo de 20 casos achados 
na literatura até 1955 e acrescenta a des- 
cricéo de mais um caso pessoal. Nos casos 
agudos indica o tratamento conservador. 
Nas formas sub-agudas e cronicas 0 unico 
tratamento seguro é 0 cirurgico que con- 
siste na excisao do segmento doente ou o 
desvio functional completo da por¢ao le- 
sada. A putra maneira seria uma deriva- 
cao sem interrup¢ao intestinal. 


ZUSAM MENFASSUNG 


Die Crohnsche Krankheit wird mit 
wachsender Haeufigkeit anerkannt und 
diagnostiziert. 

Ihre Ursache ist noch unbekannt. 

Mit zunehmender Haeufigkeit findet sich 
die granulomatoese Entzuendung im Ma- 
gen, im Zwoelffingerdarm und im Dick- 
darm. 

Bis zum Jahre 1955 sind zwanzig Faelle 
von Befallensein des Zwoelffingerdarms 
mitgeteilt worden. Ueber einen weiteren 
Fall wird in der vorliegenden Arbeit be- 
richtet. 

Wenn es sich um akute Zustaende han- 
delt, ist konservative Behandlung ange- 
zeigt. 

Bei subakuten und chronischen Faellen 
steht heute als einzige abschliessende Be- 
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handlungsmethode der chirurgische Ein- 
griff zur Verfuegung, der in der Resektion 
des erkrankten Darmes oder wenn moeg- 
lich in voelliger Unterbindung der Funk- 
tion des befallenen Abschnitts besteht. Ein 
weiteres Verfahren, das manchmal ange- 
wendet werden muss, besteht in einer Um- 
jeitungsoperation ohne Resektion des 
Darmes. 


RIASSUNTO 


La malattia di Crohn viene riconsciuta 
e diagnosticata con sempre maggior fre- 
quenza. Le sue cause sono tuttora sco- 
nosciute. La flogosi granulomatosa si pud 
riscontrare nello stomaco, nel duodeno e 
nel colon con frequenza in continuo au- 
mento. Fino al 1955 ne erano stati de- 
scritti 20 casi a localizzazione duodenale; 
un altro ne viene riferito ora. 

Quando la lesione ha carattere subacuto 
o cronico l’unica cura possibile é quella 
chirurgica e consiste nella resezione del 
tratto di intestino malato o nella sua com- 
pleta defunzionalizzazione, quando possi- 
bile; altrimenti si pud usare la derivazione 
interna senza interruzione dell’intestino. 
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Antimicrobials: The Two-Edged Sword 


MARK H. LEPPER, M.D., D.A.B. 
CHICAGO, ILLINOIS 


bial therapy there was a rapid 

and remarkably effective documen- 
tation that led to the glowing prediction 
that certain diseases would be completely 
controlled by 1960 and that the problem 
of infection was well on the way to solu- 
tion. Within a few years it became ap- 
parent that enthusiasm had exceeded the 
facts, and emphasis was placed on the 
limitations of the agents available. In 
addition to the introduction of new agents, 
it became essential to study the nature of 
the new problems and their causes, includ- 
ing the role, if any, of antimicrobial 
therapy itself in their genesis. 

In this paper I shall try, as the title 
indicates, to present a balanced picture, 
lest enthusiasm for success mask the 
truth of failure or the pessimism concern- 
ing the common problems now encountered 
every day lead to irrational opinions that 


geo the introduction of antimicro- 
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Both the advantages and the po- 
tential dangers of antimicrobial ther- 
apy are presented. The principal 
difficulties are caused by resistant 
organisms infecting a host with im- 


paired defenses. A deepened un- 
derstanding ot the host-parasite rela- 
tion, plus improvement in the gen- 
eral level of public health, would do 
much to solve the problems that still 
attend this form of treatment. 


would cause the loss of well-known bene- 
fits. 

In the accompanying symbolic drawing 
the positive side of the picture is given on 
the left and the adverse effects on the 
right, At the sharpest part of the sword, 
the point, are the infections—a large num- 
ber—that have been controlled at the 
clinical level with more than 90 per cent 
effectiveness. Up the blade, toward the 
hilt, are the increasingly less satisfactory 
infections to treat. To the right it is 
shown that resistant strains, both those 
for which an effective agent has never 
been found and those which have become 
resistant, are the major cause of failure 
and concern, The principal source of re- 
sistance has been their spread; this prob- 
lem, therefore, has been encountered pri- 
marily in hospitals, where the chances of 
spread are greatest. 

In Table 1 it is shown that the infections 
treated most satisfactorily are caused by 
organisms that are highly susceptible on 
a weight basis to at least one, and fre- 
quently several, antibiotics. Fortunately, 
among these infections are many of the 
most common offenders, and this group 
therefore immediately comes to mind 
when one thinks of the conquest of infec- 
tion. Even here, however, it should be 
emphasized that the results are not perfect 
and that success of the order of 90 per 
cent is a reasonable estimate. Many of 
the factors, such as those related to the 
host, age, underlying disease and delay 
in therapy, are at the root of this problem, 
as they are at the root of the more fre- 
quent failures in other groups. 

Because of the usually high sensitivity 
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TABLE 1.—Causative Organisms and Characteristics of Infections 
Which Can Be Successfully Treated in at Least 90% of Cases 


Gp. A, streptococcus Shigella 
Pneumococcus Hemophilus 
Gonococcus Pasteurella 
Rickettsia 


Treponema 
2. Prophylaxis frequently possible 


. Organism generally highly susceptible on weight basis 


Actinomycosis 
Blastomycosis 
Mycobacterium tuberculosis 


E. coli (nonhosp. strain) 


Combinations generally not needed (exception: tuberculosis) 
. Determinations of sensitivity generaliy not needed 


TABLE 2.—Causative Organisms and Characteristics of Infections 
Which Can Be Treated Successfully in 60 to 90% of Cases 


Gp. B.C. and G. streptococcus 


. Sensitivity varies, but generally is lessened sensitive on the basis of weight 
E. coli (hosp. strain) Nocordia 


Streptococcus viridans Klebsiella-aerobacter Histoplasmosis 
Meningococcus (nonhosp. strain) Cryptococcosis 
Staphylococcus Other coliform Amoeba 


(nonhosp. strain) 
C. diphtheria 
Psittacosis 


(nonhosp. strain) 
Salmonella typhosa 
Brucella sp. 


Bacteroidies sp. 


2. Prophylaxis less effective but possible 


8. Combinations established for Streptococcus viridans 
recommended for Staphylococcus (nonhosp.) 
Klebsiella, Aerobacter and other coliform bacilli 
(nonhosp.) 
Brucellosis 


4. Sensitivity tests: often to guide dose, occasionally to make choice 


of the organisms and the infrequent de- 
velopment of resistance, prophylactic 
treatment is possible, particularly for the 
coccal infections, and multiple drug ther- 
apy is needed only for tuberculosis. The 
security the clinician may permit himself 
as to the uniformity of the susceptibility 
of many of these species makes the per- 
formance of sensitivity tests unnecessary, 
as a rule, except in the presence of tuber- 
culosis or when a patient is responding 
poorly. 

Table 2 lists organisms that commonly 
cause infections which are somewhat more 
difficult to treat successfully and which, 
for a variety of reasons, have a higher 
death rate. Probably of considerable im- 
portance is the fact that strains of these 


organisms vary in their sensitiveness to 
the several antibiotics and in general re- 
quire a higher concentration of the agents 
before growth is inhibited or death occurs 
in in vitro systems. Prophylaxis against 
these organisms has not been as successful 
as has that against the more responsive 
organisms ; nevertheless, it is still possible 
with the meningococci and Streptococcus 
viridans. Because the infections are more 
difficult to treat, combinations of antibiot- 
ics have frequently been tried. For pa- 
tients with endocarditis caused by S. viri- 
dans a combination of penicillin and 
streptomycin seems well established as the 
medicament of choice. Combination ther- 
apy has also been used with some success 
for infections due to the staphylococcus, 
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Brucella and some other gram-negative 
rods. That there is a clear superiority of 
these regimens, however, is not established. 
The variability in sensitiveness of these 
organisms often requires that the dose 
of the drug used be unusually large. For 
this reason “sensitivity tests” are fre- 
quently of great help in indicating the 
appropriate dose. It is important that 
tube dilution, or a test of similar accuracy, 
be used for this purpose. Generally, 
knowledge of the species of organism is 
sufficient to indicate a wise choice of the 
agent to be used. This is not always true, 
for example, with the coliform organisms 
and the staphylococcus, even when they 
are acquired outside the hospital environ- 
ment, and sensitivity tests, even of the disc 
type, may help make the decision. 

In Table 3 are shown the organisms 
commonly isolated from infections that 
are difficult to treat. Many of these or- 
ganisms will be recognized as secondary 
invaders and frequent causes of infection 
in chronically ill or otherwise debilitated 
patients. Coupled with the fact that they 
occur in hosts with poor defense mecha- 
nisms, they are generally resistant to most 
agents and, as part of the “normal flora” 
of many personnel and other patients, are 
readily transmitted in the hospital en- 
vironment. Because the use of antibiotics, 
by removing the competing flora, favors 
the spread or implantation of these 
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strains, prophylaxis has been unsuccessful. 
In fact, their overgrowth has made at- 
tempts at prophylaxis for some patients, 
notably those in coma, with heart failure 
or with tracheostomies, harmful rather 
than beneficial. Many of the drugs useful 
in the treatment of infections of this 
group are the more toxic ones, and yet 
they are the patient’s only hope; con- 
sequently, they are still used. It is pos- 
sible at times, by the judicious use of 
combination therapy, to obtain a more 
effective antibiotic effect without reach- 
ing highly toxic ranges. Multiple drug 
therapy, therefore, is often life-saving. It 
is apparent that the difficult therapeutic 
problem makes the use of sensitivity tests 
valuable, particularly in looking for clues 
as to potential drugs to use together and 
as a guide to dosage of the less toxic 
agents. 

As has been indicated, the use of anti- 
biotics as prophylactic agents has had 
varying success. Table 4 summarizes the 
situation in this respect. There seems to 
be little question of the wisdom of prophy- 
laxis in the conditions for which it is listed 
as recommended. The evidence is also 
clear that the drugs have failed and made 
matters worse in those conditions listed 
in the “failed” category. On the other 
hand, no conclusive studies have been 
made in the situations listed as doubtful. 
The evidence suggests, however, that the 


TABLE 3.—Causative Organisms and Characteristics of Infections 
Which Can Be Successfully Treated in Less than 60% of Cases 


. In vitro resistance generally variable or high 


Enterococcus Klebsiella-aerobacter (hosp. strains) Candida sp. 


Staphylococcus (hosp. strains) Other coliform (hosp. strains) 


Clostridium sp. 
Leptospirosis Proteus sp. 
2. Prophylaxis usually harmful 
Combinations often tried 
4. Sensitivity determination needed 
Often for choice 
Often for guide to treatment 


Coccidioidomycosis 


Salmonella sp. (other than typhoid) Other fungi 
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TABLE 4.—Indications for Antibiotic Prophylaxis 


Rheumatic fever 
Meningococcus 
Streptococcus viridans 
Operation through 
contaminated field 
Gonorrhea 
Tuberculosis 
Bronchiectasis 
Clean operations 
Status postpartum 
Status postcatheterization 


Recomended for 


Possible for 


Doubtful for 


Failed in 


treatment of Coma, including cerebral 


vascular accidents 
Cardiac failure 
Status post-tracheotomy 


danger of favoring the difficult-to-treat 
organisms is real and probably outweighs 
the potential for good. Prophylaxis has 
proved to be of some benefit to patients 
exposed to gonorrhea or patients with 
tuberculosis or bronchiectasis. How wide 
an application should be made is not clear 
at present. 

The sharpest point of the adverse edge 
of the antimicrobial sword is the occur- 
rence of resistant strains of organisms. 
As is indicated in Table 5, resistance is 
primarily a natural phenomenon. Almost 
all of the viruses and many of the more 
difficult-to-treat bacteria have never really 
been uniformly sensitive to any agent. In 
addition, with organisms such as_ the 
staphylococcus, M. tuberculosis and many 
coliform bacilli there has been repeated 
demonstration of the development of re- 
sistant strains in a patient while one of 
the agents is being given. As is indicated, 
certain antimicrobial agents are prime 
offenders in this respect. It is generally 
recommended that these particular drugs 
be used in combination with other agents 
when possible, since this procedure has 
been shown, with tuberculosis at least, to 
mitigate the overgrowth of resistant mu- 
tants. 
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The overwhelming cause of the problem 
of resistant bacterial infections as it exists 
today is the spread of resistant organisms 
in environments such as a hospital, where 
administration of the drugs in some pa- 
tients curtails the spread of the naturally 
sensitive strains and allows selective 
propagation of the resistant forms. Every 
patient given antibiotics is an important 
link in this chain for organisms resistant 
to each drug he is receiving. Conse- 
quently, any unnecessary drug therapy or 
combination, such as penicillin and strep- 
tomycin when penicillin alone is sufficient, 
makes the matter worse. It is for this 
reason that the agents should only be 
used when indicated and the simplest ef- 
tective treatment should always be used. 
Another part of the adverse side of the 
antimicrobial sword arises from mislead- 
ing and inaccurate sensitivity tests. Both 
the clinicians and the laboratories have 
contributed to this unhappy situation. 
The use of the disc test as the sole method 
of determining bacterial sensitiveness has 
occurred primarily because these tests 
were so frequently requested that a simple 
test such as this was the only way the 


Unexplained Failures 


Prophylaxis 
Hyperacate Infections 


Less than Effective 
Sociomedical Failures 


60 - 90% Effective 
Host Factors 
Toxicity 
Developed 
Resistance Natural 
Spread 


90 Effective 


The “two-edged sword” of antimicrobial therapy. 
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TABLE 5.—Mechanisms of Resistance of 
Microbes to Antimicrobial Therapy 


. Natural 
a. Viruses 
b. Many organisms of the group under 60% 
. Developed 
a. Infrequent 
1. Tuberculosis 
2. Staphylococcus 
3. Many gram-negative rods 
b. Certain Drugs 
1. Isoniazid 
2. Streptomycin 
3. Erythromycin 
4. Novobiocin 
ce. Combinations find general use 
. Spread of resistant strains is major cause of 
drug failure 
a. Overuse is an important determjnant 
b. Combinations make matters worse 


TABLE 6.—When to Perform Sensitivity 
Determinations 


. Not needed in many of 90% group; clinical 
diagnosis and empiric treatment—save speci- 
mens or culture 

. In 60-90% group, diagnosis, culture and em- 
piric treatment; save culture 

3. If no response, use tube dilutions 
. Screening tests needed for group under 60% 
. Guide to dose needs tube dilution 


TABLE 7.—Other Causes of Failure 


Toxicity: avoid unnecessary use 

Need to study host 

Need to improve sociomedical factors 

Need for vaccines 

Need for clinical pharmacologic studies of un- 
explained failures 


laboratory could mass-produce the result. 
The fact, now obvious, that even the basic 
standardization of the materials used has 
been grossly inaccurate and that the re- 
sults therefore have been essentially unin- 
terpretable indicates the fallacy of the 
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belief that these tests as performed in 
the last ten years have merit. Moreover, 
even a well-performed disc test can only 
give a clue as to what drug may be useful, 
and this is already known for many of the 
organisms as listed in Tables 1 and 2. For 
this reason it is best not to overburden the 
laboratory with routine tests on these or- 
ganisms. In fact, as is indicated in Table 
6 in the case of pneumococcic infections 
with typical clinical pictures, and some of 
the other organisms listed in Table 1, it 
is not necessary to isolate the organism, 
but the appropriate specimen may be 
saved for use, if needed, should the re- 
sponse be less than optimal. Because of 
the problem of adequate treatment to pre- 
vent rheumatic fever, throat cultures for 
Group A hemolytic streptococci are recom- 
mended. In the presence of any of the 
infections listed in Table 2, isolation and 
identification of the organism are desirable 
and will usually give more accurate in- 
formation than does the customary disc 
test. A screening test, however, is gener- 
ally needed when the organisms listed in 
Table 3 are encountered. It is important 
to emphasize the fact that sensitivity 
determination when accurately done, as 
in the tube dilution method, is often a 
mandatory guide to proper dosage in the 
more difficult-to-treat infections. 

In Table 7 are listed other parts of the 
adverse edge of the sword. Drug toxicity 
should not be taken lightly. Anaphylaxis 
caused by penicillin and blood dyscrasias 
caused by chloramphenicol and _ other 
agents are life-threatening. Serious per- 
manent damage, such as deafness follow- 
ing dihydrostreptomycin, is not a matter 
to be ignored. The superinfections, such 
as staphylococcal enteritis, are also often 
fatal and occur after the use of otherwise 
relatively nontoxic drugs, such as tetra- 
cycline and even erythromycin. Toxicity 
definitely limits the usefulness of poly- 
myxin, kanamycin and ristocetin. 
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Principal among the failures in treat- 
ment of acute primary bacterial infections 
are the eases of those patients who die 
within twenty-four to forty-eight hours of 
hospitalization. Such deaths have con- 
stituted over 60 per cent of the total here. 
About half of the patients had fulminat- 
ing infections in which the total illness 
lasts less than twenty-four hours. The 
only real approach to such patients seems 
to be in the field of prevention, probably 
by the use of appropriate vaccines should 
they be developed. The other half of this 
group of rapid fatalities are patients who 
have been neglected, have failed to seek 
or obtain medical aid or have been inade- 
quately treated. Community organization 
and medical and public education seem 
to be the approach needed to these prob- 
lems unless vaccines become available. 

Besides these acute infections as in- 
dicated in Table 7 the poor resistance of 
many hosts is fundamental to drug failure, 
particularly with the infections listed in 
Tables 2 and 3. Much more study of spe- 
cific and nonspecific defense mechanisms is 
needed to eliminate the problems or permit 
their correction. 

Even with the infections listed in Table 
1, as well as with all others, there are 
unexplained drug failures. Some of these 
probably are explained by poor absorption 
of drugs or unusually rapid metabolism or 
excretion. When the drugs were first 
introduced, the use of laboratory proce- 
dures to regulate the dose of antibiotics 
was helpful in eliminating this cause of 
some of the failures. As the drugs have 
been purified and compounded in more 
reliable forms and as the laboratories have 
given up all but the disc type of test, these 
laboratory controls have gone out of style. 
To patients who are difficult to treat, par- 
ticularly those in whom the response is 
inadequate, such determinations may still 
be helpfui and their use should be rein- 
stituted. 


LEPPER: ANTIMICROBIALS 
SUMMARY 


The antimicrobial agents, while not 
untarnished, have stood the test of time. 
The real and lasting gains are evident in 
that many of the common bacterial infec- 
tions are controlled in more than 90 per 
cent of the cases. Almost all infections 
except those caused by the viruses are, at 
least at times, treatable. 

The principal difficulties are encoun- 
tered when resistant organisms infect a 
host with*impaired defenses. Overuse of 
antibiotics contributes to the problem. 
Lack of adequate utilization of laboratory 
procedures lowers the salvage rate among 
patients who are difficult to treat. Drug 
toxicity is a problem of no mean propor- 
tions. 

The ultimate solution of some of these 
problems probably will be found in a 
better understanding of the host-parasite 
relation, through the use of vaccines or 
other specific or nonspecific defense sub- 
stances. Improvement of the social or- 
ganization so far as the availability of 
optimal medical care is concerned would 
also solve some of the problems that re- 


main. 


ZUSAM MENFASSUNG 


Die das Bakterienwachstum hemmen- 
den Medikamente haben wenn auch nicht 
ohne gewisse Einschrankungen ihre Pro- 
bezeit bestanden. wirklicher und end- 
giiltiger Wert driickt sich in der Tatsache 
aus, dass viele der gewohnlichen bakteriel- 
len Infektionen in mehr als 80 Prozent 
der Fille beeinflusst werden kénnen, Fast 
alle Infektionen ausser den durch einen 
Virus hervorgerufenen sind wenigstens 
zeitweise der Behandlung zuginglich. 
Schwierigkeiten entstehen hauptsachlich, 
wenn widerstandsfihige Organismen 
einen Wirt mit herabgesetzten Abwehr- 
kraften finden. Die iibermaéssige Anwen- 
dung von Antibiotika tragt ferner zu dem 
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Problem bei. Unzulaingliche Auswertung 
von Laboratoriumsuntersuchungen setzt 
die Heilungsquote schwer zu behandelnder 
Kranker herab. Die Toxizitat der Mittel 
bildet ein Problem von nicht zu unter- 
schatzenden Ausmassen. 


Die endgiiltige Lésung mancher dieser 
Probleme wird in einem besseren Ver- 
standnis der Beziehung zwischen Wirt und 
Parasit durch die Anwendung von Vak- 
zinen oder anderer spezifischer oder nicht 
spezifischer Abwehrstoffe zu finden sein. 
Auch die Verbesserung sozialer Verhilt- 
nisse, soweit sie die Verfiigbarkeit bester 
medizinischer Versorgung._ betreffen, 
diirfte zur Lésung mancher weiterer Prob- 
leme beitragen. 


RESUME 


Les agents microbicides ont subi vic- 
torieusement, avec quelques réserves seule- 
ment, l’épreuve du temps, et il est possible 
aujourd’hui de guérir plus de 80% des 
cas d’infections bactériennes courantes. En 
fait, presque toutes les infections—sauf 
celles causées par les virus—peuvent étre 
traitées avec succés si elles sont prises au 
bon moment. Les difficultés auxquelles 
l’on se heurte proviennent principalement 
d’organismes résistants chez un malade en 
état de moindre résistance, et de l’abus des 
antibiotiques qui contribue 4 diminuer la 
défense organique. Le taux de guérison 
des cas graves peut étre également com- 
promis par des examens de laboratoire 
déficients. La toxicité médicamenteuse 
pose aussi d’importants problémes. 

La solution de quelques-uns de ces pro- 
blemes exige une connaissance plus appro- 
fondie des rapports hdte-parasites, de 
nouveaux vaccins ou d’autres moyens de 
défense spécifiques ou non spécifiques. Une 
aide nous sera aussi apportée par |’amélio- 
ration de l’organisation sociale en ce qui 
concerne la disponibilité de soins médicaux 
optimum. 
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dificiles de tratar. 
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RIASSUNTO 


Gli agenti antimicrobici hanno resistito 
alla prova del tempo. I loro vantaggi reali 
e durevoli sono rappresentati dal fatto che 
molte delle pit comuni infezioni batteriche 
vengono controllate in pit dell’80% dei 
casi. Quasi tutte le infezioni, tranne quelle 
causate dai virus, sono trattabili. Le prin- 
cipali difficolta si incontrano, quando 
germi resistenti infettano un organismo 
con scarse difese; l’impiego indiscriminato 
di antibiotici ha contribuito a sollevare 
questo problema. La mancanza di un im- 
piego adequato dei metodi di laboratorio 
ha abbassato le percentuali di guarigione 
nei malati difficili da trattare. Anche la 
tossicita di aleuni farmaci é un problema 
di non minore importanza. 

La soluzione di alcuni di questi problemi 
probabilmente scaturiraé da una miglior 
conoscenza dei rapporti fra ospite e paras- 
sita, mediante l’impiego di vaccini o di 
altre sostanze di difesa specifiche o non 
specifiche. Anche il miglioramento della 
organizzazione sociale per quanto si rife- 
risce alla disponibilita delle cure migliori 
contribuira a risolvere i problemi residui. 


RESUMEN 


Los agentes antimicrobianos, cuando se 
conservan en buenas condiciones, han re- 
sistido la prueba del tiempo. Su valor 
real y permanente se hace evidente ya que 
en muchas de las infecciones comunes se 
pueden dominar en mas del 80% de las 
veces. Casi todas la infecciones, excepto 
las causadas por virus son practicamente 
tratables. Las mayores dificultades se pre- 
sentan cuando la infeccién afecta a un 
sujeto desprovisto de defensas. El] abuso 
de los antibiéticos también contribuye a 
este problema. La falta de la utilizacion 
adecuada de los métodos de laboratorio 
baja la posibilidad de éxito en los enfermos 
La toxicidad de las 
drogas tiene también su importancia. La 
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solucién definitiva de muchos de estos 
problemas se encuentra en un mejor cono- 
cimiento de la relacién huesped-parasito 
por medio del empleo de vacunas en otras 
sustancias de defensa especifica o no. 

La mejora de la organizacion social asi 
como el proporcionar cuidados médicos 
optimos ha de resolver algunos de los prob- 
lemas que siguen existiendo. 


SUMARIO 


Os agentes antimicrobianos tem resis- 
tido a proa do tempo. Os resultados e 
progressos sao evidentes e muitas das in- 


by the Plains Indians. 


that the Indians in general were familiar with sutures. 


Lewis and Clark mentioned the sprinkling of powdered willow bark on wounds 
However, there is litile evidence to substantiate the thesis 
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feccdes comuns exceto as virosicas tem 
sido controladas em 80% do tempo neces- 
sario anteriormente. As dificuldades prin- 
cipais séo os organismos resistentes e a 
fraquesa de defesa organica, para a que 
contribue o abuso dos antibioticos, 

A falta de testes laboratoriais adequados 
reduz 0 aproveitamento pelo paciente. A 
solucaéo para esses problemas talves seja 
encontrada na compreensaéo no problema 
parasita hospedeiro, atraves o uso de vaci- 
nas ou outras substancias nao especificas 
de defesa organic a. Os outros problemas 
serao solvidos pela organisacéo social e os 
cuidados medicos. 


They did recognize the 


need for permitting the wound to heal from the bottom, and among the Hopi and 
several other tribes, thin pieces of bark were used to keep the wound open. While 
it has been asserted that several tribes used sinew sutures, the question arises as to 
whether their use represented an aspect of cultural diffusion or of transfer. The 
Indians were quick to learn from the whites and readily adapted European techniques 
to native conditions. The use of sutures implies considerable skill, which certainly 
would have attracted the attention of the seventeenth and eighteenth century observers 
of Indian life. Their failure to mention the practice is a good indication that, while 
the technique may have existed among a few tribes, it was not generally known to 


the Indians, 


Although opinions vary as to the effectiveness of Indian treatment of wounds, all 
evidence indicates that the Indians made rapid recoveries from even serious injuries, 
and that they were seemingly free from the infections that made wounds so deadly 


to contemporary Europeans. 


The custom of treating the wounded either in their 


own lodges or in special huts built at some distance from the village may well help. 


—Duffy 
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Clinical Evaluation of Galinex 
A New Synthetic Choleretic 


TIMOTHY A. LAMPHIER, M.D., F.A.C.S., F.A.C.G., F.R.S.M. (Eng.), D.A.B. 
BOSTON, MASSACHUSETTS 


vestigate the effect of oral adminis- 

tration of Galinex,* a new synthetic 
choleretic. The evaluation consists of three 
parts: 

1. Bile secretion and bilirubin studies 
to demonstrate the choleretic properties. 

2. An adjunct use of Galinex in com- 
bination with a contrast medium for im- 
proved roentgen visualization of the 
gallbladder and common duct. 

3. Its clinical application for the treat- 
ment of functional disturbances of the 
biliary tract. 

Historical and Chemical Background.— 
It is known that the natives of the Dutch 


Submitted for publication March 18, 1959. 
‘ *Supplied by Wallace Laboratories, New Brunswick, New 
ersey. 


ce study was carried out to in- 


A clinical study of Galinex, a new 
choleretic, is reported. Galinex pro- 
motes bile secretion and increases 
bilirubin content. Its advantages in 
improving intravenous cholangiog- 
raphy by means of a contrast me- 
dium are discussed, and its effec- 
tiveness when administered orally in 
the presence of the postcholecystec- 
tomy syndrome is demonstrated. 

The results of this study point to 
Galinex as a superior choleretic 
agent. It appears to have advan- 
tages over similar preparations, as 
it is effective in smaller doses. There 
were no undesirable side effects in 
the series of patients studied. 


Indies have for a long time used the juice 
of a species of curcuma to stimulate 
hepatic function and to treat chronic dis- 
eases of the liver. European investigators 
prepared several active fractions from 
rhizome of Curcuma domestica or Temoe 
Lawak, and one of them, the p-tolymethy] 
carbinol ester of d-monocamphoric acid, 
was shown by Robbers! to possess choleret- 
ic action in dogs. Extensive experimental 
and clinical studies have been carried out 
over the years to establish the choleretic 
action and clinical usefulness of curcuma 
preparations.? Delphant and Meunier® in 
France contributed some interesting ob- 
servations on the prophenamine salt, and 
Weiss and Weiss‘ in the United States 
reported the results of their experimental 
and clinical study with the diethanolamine 
salt. 

Chemically, Galinex is p-tolymethy] car- 
binol and has the following structure: 


CH, 


The active ingredient of Galinex does 
not contain the camphoric acid residue 
present in other similar preparations. 
Therapeutically, therefore, in formulating 
Galinex the possibility of decreased side 
effects associated with camphoric acid was 
considered. Also, the carbinol itself, hav- 
ing a molecular weight of 136, was antic- 
ipated to be considerably more effective 


when compared, for instance, with the 


diethanolamine salt of the ester (molecu- 
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lar weight 423). These assumptions seem 
to find support in the present clinical 
study. 

Present Study.—1. Choleretic Proper- 
ties (as demonstrated in bile secretion and 
bilirubin studies) : The choleretic proper- 
ties were shown in (1) total volume of 
bile secreted over a specific time interval; 
(2) bilirubin content or concentration of 
bile collected via T tube drainage after 
ingestion of (a) Galinex and (b) Decho- 


lin, a known choleretic used for compari-. 


son, and (38) duodenal drainage in 10 
subjects. 

Dosage and Administration: Galinex 
was made available by the Wallace Labo- 
ratories in 25 mg. capsules. The patients 
were given 1 capsule three times per day. 


1. The two subjects studied in this 
category were postoperative cholecystec- 
tomy patients with no evidence of hepatic 
.disease or disease of the common duct, the 
right or left hepatic ducts, the ampulla of 
Vater, the duodenum, the pancreas or ad- 
jacent or distant viscera. Except for dis- 
eased gallbladders, these patients were in 
good health. Liver function tests were 
carried out preoperatively in each case, 
including tests for alkaline phosphatase, 
thymol turbidity, cephalin flocculation and 
albumin-globulin ratios. Routine T tubes 
were placed in the common ducts after 
routine cholecystectomy in order to study 
the total volume of bile drainage fol- 
lowing administration of Galinex and 
Decholin. Deductions can be made on a 
relative basis only, as one cannot be sure 
of the amount of bile lost through the 
ampulla of Vater into the duodenum. To 
obtain a more accurate determination, 
ligation of the common duct in animals 
would have to-be carried out, 

In the 2 subjects there was an average 
increase of 35 per cent in the output of 
bile in a twenty-four-hour period after 
administration of Galinex for three days. 
The minimum increase was 25 per cent; 
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the maximum, 45 per cent. Decholin pro- 
duced an average increase of 24 per cent 
in both patients. 

2. The bilirubin content of collected 
samples in the two series was even more 
marked, as may be seen in the following 
examples: 


TABLE 1.—Bilirubin Level with Galinex and with 


Decholin 
Patient Bilirubin 
Content 
per Hundred Cc. 
After Galinex 42 mg. 
After Decholin 18.6 mg. 
After Galinex 35 meg. 
After Decholin 6.9 mg. 


As demonstrated, Galinex produced bili- 
rubin from “2.3 times” to “5 times” the 
amount produced by Decholin. (An at- 
tempt to compare the roentgen opacity of 
standard thickness samples of bile in 
Petrie dishes after intravenous injection 
of Cholografin was inconclusive.) 

3. Duodenal tube drainage was carried 
out in 10 normal adults who were physi- 
cally fit and served, therefore, as their 
own controls. In each instance it was 
noted that (a) there was less sediment 
after a four-day course of Galinex; (b) 
the sediment almost disappeared, and (c) 
a distinct color change resulted, from yel- 
low to deep green, with the bile appearing 
grossly less viscid. For further substan- 
tiation of this observation, samples from 
the T tube patients aforementioned were 
studied, and the results compared favor- 
ably with those of the Reyfus tube studies. 
An attempt was made, with the aid of the 
fluoroscope, to place the tip of the tube 
just below the ampulla of Vater, or at 
least in the second part of the duodenum. 
The results in the group of T tube pa- 
tients were quite similar to those in the 
group with the duodenal drainage (Rey- 
fus) tube. From this study it was con- 
cluded that Galinex does increase cholo- 
resis. 
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Effect of Galinex on Visualization by 
Contrast Medium. — Improved visualiza- 
tion of the gallbladder and biliary duct 
resulted when Galinex was used in con- 
junction with a contrast medium, Cholo- 
grafin. This radiopaque substance, it was 
assumed,* has its own threshold as re- 
gards excretion by the hepatic cell, i.e., 
excretion of Cholografin in terms of vol- 
ume per unit of time is closely related to 
the status of the liver cell. The slightest 
disease of the cell will affect the range of 
excretion. It was postulated, therefore, 
that an increase in bile flow would de- 
crease the density of the dye, because of 
the dilution factor. Furthermore, the 
success of Cholografin visualization de- 
pends considerably on dehydration of the 
patient prior to examination; therefore, 
the choleretic effect of Galinex should de- 
crease the density of Cholografin rather 
than increase it, Surprisingly, the reverse 
was the case. 


*Communication from Dr. Lund of E. R. Squibb & Sons, 
New York. 
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Fig. 1.—A, visualization with Cholografin alone; B, visualization with Cholografin and Galinex. 
82 
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Effect of Galinex on Hepatic Cell—To 
study the stimulating effect of Galinex on 
the excretory function of the hepatic cell, 
the following investigation was carried 
out: Forty adults in good health and with- 
out any previous history of hepatic or 
cholecystic disease were selected at ran- 
dom. The average weight was 170 pounds 
(77.1 Kg.) in the male group and 135 
pounds (61.2 Kg.) in the female group. 
The patients served as their own controls. 

Procedure and Dosage: The preparation 
of the 40 subjects consisted of routine 
catharsis on the evening before the day 
of testing. Intake of liquids or solids was 
prohibited for 12 hours prior to the begin- 
ning of the study, Great care was taken 
in obtaining detailed histories and carry- 
ing out physical examinations to exclude 
all possibility of hepatic biliary disease. 
On the first day of the study, 40 cc. of 
Cholografin was injected intravenously. 
over a period of ten minutes after routine 
scout films of the abdomen had been taken, 
Roentgenograms of the abdomen were re- 
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Ala 


Fig. 2.—A, visualization with Cholografin alone; B, visualization with Cholografin and Galinex. 


peated at twenty-, forty- and sixty-minute 
intervals to include the gallbladder and 
the extrahepatic biliary system. 

The subjects were then started on a 
course of Galinex consisting of one 25 mg. 
capsule by mouth three times daily for 
three days. On the morning of the fourth 
day, roentgenograms were taken with 
Cholografin. A two-day respite followed, 
to eliminate a carry-over effect of Galinex. 
The entire procedure was then repeated, 
with Decholin substituted for Galinex and 
in doses of 100 mg. three times daily by 
mouth for three days. 

From Table 2 it appears that Galinex 
is an excellent adjunct to Cholografin in 
improving roentgen visualization of the 
extrahepatic system, since the efficacy of 
the contrast medium was enhanced in 90 
per cent of the subjects studied. It was 
almost universally superior to sodium 
dehydrocholate (Decholin). No increase 
in dosage of either Galinex or Decholin 
was made in order to maintain uniformity 
of end results. In no instance did Galinex 
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seem to dilute the concentration of the 
secreted Cholografin, and there was no 
evidence of a large, congested gallbladder 
after the ingestion of Galinex. There 
were no untoward reactions to Cholografin 
alone or combined with either Galinex or 
Decholin in this series. 

The photographs here presented are 


TABLE 2.—Comparative Roentgen Visualization 


Cholografin  Cholografin Cholografin 
Alone Combined Combined 
With Galinex With Decholin 


Number of 
Patients studied 45 40 40 


Results 30 ++ 36 +4+4++ 25 +++ 
10 + 3 ++ 10 ++ 
4+ 


ist 


++++ Excellent visualization (dense shadows) 
+++ Fair visualization 
++ Poor visualization 
+ Very poor visualization 
+ Equivocal (no visualization) 


: 
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typical roentgenograms. They demon- 
strate the improved visualization of the 
extrahepatic system after ingestion of 
Galinex. Although sodium dehydrocholate 
(Decholin) also produced better visualiza- 
tion than did Cholografin alone, the pa- 
tients prepared with Galinex gave superior 
results. 

Therapeutic Application. — The third 
phase of this study deals with the effective- 
ness of Galinex as an adjunct in the treat- 
ment of pathologic conditions of the liver 
and the extrahepatic system (Table 3). 


TABLE 3.—Galinex in Treatment of Hepatic and 
Biliary Disease 


Diagnosis “Patients 
Cholangitis 15 
Common duct, debris or stone 

Repair of common bile duct 

External biliary fistula 1 


Severely jaundiced patients subjected 
to common duct exploration: 


(a) Common duct stones 7 
(b) Inoperable carcinoma of the 
head of the pancreas 3 


Dosage and Administration: In the 
group of 15 patients with cholangitis the 
results were excellent, in that the clinical 
course was conspicuously shortened. The 
8 patients with smail common duct stones 
or debris in the common duct had at some 
prior date undergone gallbladder opera- 
tions and choledocholithotomy. In addi- 
tion to Galinex they were given 14 ounce 
of magnesium sulfate before breakfast 


and 1 ounce of pure cream before noon 


and evening meals and at bedtime. 

The 2 patients who had undergone sec- 
ondary repair of injured common bile 
ducts had complained of pain in the right 
upper abdominal quadrant, chills, fever 
and transient nausea. After two weeks 
of Galinex therapy, both responded well. 

The problem of postoperative external 
biliary fistula can be vexing, not only to 
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the surgeon but also to the patient. Spon- 
taneous closure of a fistulous tract four- 
teen days after the initiation of treatment 
with Galinex was opserved in 1 patient. 
In the jaundiced group (patients with 
stones in the common duct) who had un- 
dergone surgical treatment, there was 
rapid diminution of icterus after treat- 
ment with Galinex. The jaundice subsided 
rapidly also in the inoperable group after 
cholecystojejunostomy. 


ZUSAM MENFASSUNG 


Es wird iiber die klinische Untersu- 
chung eines neuen gaillentreibenden Mit- 
tels, Galinex, berichtet. Das Praparat 
regt die Gallensekretion an und erhdht 
den Bilirubingehalt. Seine Vorziige in der 
Verbessrung der intravenésen Cholangio- 
graphie werden erértert, und seine Wirk- 
samkeit bei oraler Anwendung in Fallen 
von Postcholezystectomie-Syndrom wird 
dargestellt. 

Die Ergebnisse dieser Untersuchung 
lassen Galinex als ein tiberlegenes gallen- 
treibendes Mittel erscheinen. Es hat of- 
fenbar Vorziige gegeniiber ahnlichen Pra- 
paraten, da es in kleineren Dosen als diese 
wirksam ist. 

Bei der untersuchten Krankenserie wur- 
den keine unerwiinschten Nebenerschei- 
nungen beobachtet. 


RESUME 


Une étude clinique sur le Galinex, nou- 
veau cholérétique, est décrite. Le Galinex 
favorise la sécrétion de bile et augmente 
la proportion de bilirubine. Ses avantages 
(amélioration de la cholangiographie in- 
traveineuse) sont discutés, et son efficacité 
en administration orale en cas de syn- 
drome post-cholécystectomique est démon- 
trée. 

Les résultats de cette étude permettent 
de considérer le Galinex comme un agent 
cholérétique supérieur. I] semble présen- 
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ter des avantages sur les autres prépara- 
tions similaires car il est efficace 4 des 
doses plus faibles. 

Aucune réaction secondaire indésirable 
n’a été constatée dans la série de cas 
étudiés. 

RESUMEN 


Se trata de un estoduo clinico sobre el 
Galinex, un nuevo colerético clinico que 
determina secrecién biliar y aumento del 
contenido de colesterina. Una de sus ven- 
tajas es la de mejorar las colangiografias 
intravenosas al mejorar la eliminacién 
biliar y otra que también queda demos- 
trada, es el efecto beneficioso cuando em- 
pleado por via oral en el sindrome post- 
colecistectomia. 

Este trabajo concluye en que el Galinex 
es un agente colerético excelente. Parece 
que tnene ventajas sobre preparados simi- 
lares y requiere menores dosis. 

En los casos estudiados no se han ob- 
servado efectos secundarios desagrables. 


toughness in the middle. 


in his heart and comedy in his head. 


Brave men are all vertebrates: they have their softness on the surface and their 
Of a sane man there is only one safe definition: he is a man who can have tragedy 


The artistic temperament is a disease that afflicts amateurs. 
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SUMARIO 


Apresenta um estudo clinico do novo 
coleretico o Galinex. Promove a secrecao 
da bile e aumenta o conteudo da bilirubina, 
Melhora a colangiografia e quando admi- 
nistrado oralmente nas sindrome pos-cole- 
cistectomia é eficaz. Os resultados deste 
estudo demonstram a superioridade do 
Galinex como agente coleretico, su perior 
aos similares com mesmo efeito em meno- 


res doses. 
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tions suggest vascular anomalies 
elsewhere in the body. We-present 
a case of severe secondary anemia of 
twenty years’ duration, diagnosed by in- 
ference as having a bleeding rectal heman- 
gioma because of a massive venous heman- 
gioma of the left leg. The patient was 
completely rehabilitated after an abdomi- 


vascuiar malforma- 
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A case of varicose hemangiomato- 
sis of the lower extremity and large 
bowel is reported. The patient had 
been committed to a life of in- 
validism because of secondary ane- 
mia from rectal bleeding, ascribed to 
a blood dyscrasia. For nine years 
he had been working irregularly, 
with the help of five to six blood 
transfusions annually. Knowledge 
of the common association of cuta- 
neous and visceral vascular malfor- 
mation led to a correct diagnosis and 
to definitive surgical therapy that 
completely rehabilitated the patient. 


AND 
A. McKOY ROSE JR., M.D.** 


NORFOLK, VIRGINIA 


noperineal resection and radical resection 
of the extremity vascular tumor. 


REPORT OF A CASE 


M. N., a 40-year-old white plumber, was 
first seen on Feb. 27, 1957. He complained 
of a blood tumor of the left leg that had been 
present for twenty years or more and was 
becoming progressively more uncomfortable. 
Six months earlier a painful hard mass of 
thrombosed veins had developed in the sub- 
cutaneous tissues below the external malleolus 
of the affected leg, and the patient had begun 
to take narcotics to enable him to work and 
sleep. 

Over a period of years several attempts 
had been made to stop the progression of the 
vascular tumor. Radium had been applied 
to the same tumor some twenty years earlier. 
A limited vein stripping operation had been 
performed in 1936 and multiple vein ligations 
in 1940. 

The patient seemed eccentric and resisted 
questioning. A routine physical examination, 
however, including laboratory work, revealed 
marked secondary anemia (hematin 6, red 
blood cells 3,340,000 per cubic millimeter). 
This led to further questioning and the fol- 
lowing additional history: 

In 1934 the patient was hospitalized for 
pain in the lower part of the abdomen, espe- 
cially the right lower quadrant. Abdominal 
exploration was performed and the appendix 
removed, with a diagnosis of subacute ap- 
pendicitis. The surgeon mentioned in his 
operative note that thrombosed veins were 
observed in the pelvis and in the anterior wall 
of the rectum. He presumed that these were 
related to large varicosities observed in the 
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left leg. Severe secondary anemia was present 
during this hospitalization. Medical treat- 
ment was instituted. The cause of the anemia 
was not determined. 

In 1936 the patient was hospitalized for 
surgical treatment of the varicosities of the 
left leg. Again he was observed to be anemic, 
and operation was deferred until a series of 
tests had been performed to ascertain the 
cause of the anemia. This cause was not 
discovered, and, after several transfusions, 
operation was performed (limited strippings 
of large dilated veins). The patient went 
into shock shortly after the operation was 
begun, and it was discontinued without being 
completed. 

In 1940 additional surgical treatment was 
given for the vascular tumor of the leg (mul- 
tiple vein ligations). 

In 1946 the patient was hospitalized be- 
cause of severe anemia. The presenting com- 
plaints were rapid fatigue, drowsiness, and 
pain in the left leg. A history of occasional 
rectal bleeding at stool was first obtained 
during this admission. The following studies 
were made in an effort to diagnose the cause 
of the secondary anemia: gastric analysis, a 
gastrointestinal series, barium enema, liver 
biopsy, bone marrow biopsy and the usual 
studies for blood dyscrasia. Sigmoidoscopic 
study was reported as showing no unusual 
features, and ne rectal bleeding was observed 
during this procedure. Large hemorrhoids 
were observed. The bone marrow studies 
were interpreted as showing possible aplastic 
anemia. The hemorrhoids were considered a 
possible contributing factor in the anemia, 
and a hemorrhoidectomy was performed. 

In 1949 the patient was hospitalized for 
gross rectal bleeding and secondary anemia. 
After transfusions, a second hemorrhoidec- 
tomy was performed by a different surgeon. 
The surgeon’s note stated that large tortuous 
venous channels were encountered high in 
the rectum. Their situation and vascularity 
did not permit ligation and excision. The 
operation consisted of inserting continuous 
over-and-over sutures about the masses in 
the hope of producing thrombosis. The opera- 
tion was accompanied by considerable excess 
bleeding. 

During the period from 1949 to 1957 the 
patient had been given six to eight trans- 
fusions per year on an outpatient basis. Some 
rectal bleeding was observed from time to 
time, but aplastic anemia was held to be the 
principal diagnosis. The symptoms included 
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syncope, palpitation and periods of dyspnea 
on exertion. As these symptoms became ag- 
gravated, additional transfusions were given. 

The patient was admitted to our service at 
Norfolk General Hospital on March 15, 1957. 
He had been given a transfusion on an out- 
patient basis several days earlier, under the 
direction of his family physician. 

Physical Examination.—Examination re- 
vealed the patient to be stocky, well developed 
and well nourished. In spite of a florid com- 
plexion, the mucous membranes were quite 
pale. The left lower extremity was consider- 
ably larger than the opposite one. The en- 
largement was due to extensive varicose 
hemangiomatosis encircling the entire extrem- 
ity and buttocks (Fig. 1). 

The vascular tumor consisted of enormous 
varicose masses extending from the ankle 
along the lateral aspect of the leg and the 
lateral and posterior aspects of the thigh to 
the crest of the ileum. Behind and below the 
external malleolus there was a hard, tender 
mass that appeared to be due to thrombosed 
veins. Other areas of thrombosed veins were 
observed in the midthigh. In the buttocks the 
varicosities seemed to communicate with the 
deep vein of the gluteal fold. The varicosities 
seemed somewhat more deeply subcutaneous 
than ordinary varicosities and were completely 
patternless. No varicosities were observed 
along the mesial aspect of the leg, and the 
main line of the great saphenous vein could 
not be detected to be significantly dilated or 
to be part of the vascular tumor. No thrill 
could be felt over the tumor, and no bruit 
was heard. With the leg elevated vertically 
there was little or no diminution in the size 
of the mass, and this was interpreted as sug- 
gesting arterial communications. Blood as- 
pirated from the dilated veins, however, was 
not unusually bright. The leg was neither 
warmer nor longer than the opposite leg. The 
oxygen content of blood from the mass was 
not determined. The right leg was entirely 


normal. Oscillometric readings were as 
follows: 
Right Left 
Above ankle 1% 2 
Below knee 4 5 


The pulse rate was 68. The blood pressure 
in millimeters of mercury was 140 systolic 
and 76 diastolic. The heart presented a soft 
apical murmur. The sounds were otherwise 


normal, and the the heart was not enlarged. 
The physical observations, except for tumor 
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of the left extremity and the obvious evi- 
dences of secondary anemia, were entirely 
normal. No vascular lesions were observed 
in the perianal skin during rectal examina- 
tion. 

On sigmoidoscopic study the entire mucous 
membrane of the rectum to the rectosigmoid 
juncture presented a bloody surface. The 
blood seemed to be coming from numerous 
oozing areas. The mucous membrane appeared 
mottled and hemorrhagic. No varicosities 
and no discrete vascular tumors were seen. 
No hemorrhoids were present. 

A roentgenogram of the chest was normal. 
An air contrast barium enema was reported as 
indicating “narrowing of the rectosigmoid 
area, which does not appear neoplastic. It 
most likely represents an inflammatory process 
and the possibilities include lymphopathia, 
diverticulitis, amebiasis. It is conceivable 
that there is hemangiomatosis involving this 
segment of the bowel.” 

The laboratory data on admission were 
as follows: hemoglobin, 7.2 Gm.; hematocrit 
reading, 31°-mm. per hour; red blood cells 
3,900,000 per cubic millimeter; white blood 
cells, 5,950 per cubic millimeter; platelets, 
240,000; bleeding time 2 minutes and 30 sec- 
onds; coagulation time, six minutes; prothrom- 
bin time, 16/30, 62 per cent; icteric index, 
10; thymol turbidity, 4; and cephalin floccula- 
tion, normal. The Mazzini test gave negative 
results. There was occult blood in the stool 
(4 plus). A urinalysis revealed no abnor- 
mality. 

The cutaneous vascular anomaly and the 
history of rectal bleeding suggested that an 
obscure intestinal hemangioma was present. 
A preoperative diagnosis was made of heman- 
giomatosis of the left leg and of the large 
bowel and secondary anemia from the latter 
lesion. Preoperative preparation included 
administration of blood transfusions, sulfasux- 
idine, neomycin and mephyton. 

Operation was performed on March 20, 


through a left paramedian rectus-splitting in-— 


cision. It was hoped that a sphincter-preserv- 
ing rectal resection could be done. Pronounced 
induration of the perirectal tissues and ex- 
tension of the vascular tumor into the anal 
area were encountered. The sphincter-pre- 
serving procedure was abandoned and the 
operation changed to an abdominoperineal 
resection of the Miles type with a single 
bowel colostomy. 

_ When the abdomen was opened, an exten- 
sive and diffuse vascular tumor was seen in 


the wall of the rectum and rectosigmoid. It 
consisted essentially of large tortuous sub- 
serous veins, which caused the wall of the 
bowel to present a blackish appearance. The 
lesion practically encircled the bowel. The 
lumen of the rectosigmoid was narrowed, and 
the bowel wall was thickened from the anus 
to this area. In addition to the intestinal 
lesion there was a translucent compressible 
vascular lesion in the right side of the pelvis, 
which was interpreted as a lymphangioma. 
The colon just above the rectosigmoid area 
was entirely normal. The spleen and liver 
were normal. 

The operative technic was essentially that 
of the standard Miles operation and will not 
be repeated here. Because of the vascularity 
of the tissues there was excessive loss of 
blood, and the patient was given several trans- 
fusions during the procedure. He withstood 
the operation and left the operating room in 
good condition. 

The postoperative course was normal. The 
patient rapidly regained his strength and 
weight, and the blood picture remained normal. 
The patient soon returned to work. 

Pathologic Report: The specimen consisted 
of two pieces, the first consisting of the rectum 
and the anus, and the second of the sigmoid 
colon. The rectum measured 12 cm. in length. 
Attached to it were the anal canal and 3 cm. 
of perianal skin. The rectal mucosa showed 
numerous large, dilated varicose vessels. The 
anal canal was involved by similar varicose 
vessels. These vessels appeared to run mostly 
in the submucosa, but some were seen on the 
deep surface. 

The piece of sigmoid, separately received, 
measured 19 cm. On its serosal surface were 
a few dilated varicosities similar to those 
previously described. These were seen most 
clearly on the taenia. The mucosal surface 
showed considerable edema. The submucosa 
was widened and filled with dilated varicose 
vessels. 

At the lower end of the rectal specimen the 
anal sphincter was visible. Dilated vessels 
appeared to be running in close proximity to 
the superficial portions of the sphincter, but 
they did not appear to involve the muscle 
tissue itself. At the upper end of the sigmoid 
specimen there appeared to be at least 4 cm. 
of normal bowel between the upper end of the 
lesion and the upper line of resection. 

Microscopic examination of both specimens 
showed that the vascular lesion involved 
principally the submucosa of the bowel and, 
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to a lesser extent, the subserous layers, with 
minimal involvement of the muscularis. The 
lesion was composed of numerous, greatly 
dilated thin-walled veins engorged with blood. 
These were lined with well-differentiated 
endothelium. There was no evidence of true 
neoplasia. The overall appearance of the lesion 
suggested a congenital vascular malformation. 

Diagnosis.—The diagnosis was diffuse ve- 
nous hemangioma of the rectum. 

Treatment (First Stage).—The massive var- 
icose hemangioma of the leg was resected in 
two stages. The first stage was performed 
on June 28, approximately three months after 
the resection of the bowel. 

Operative Observations: At operation an 
enormous blood vessel mass extended from 
the gluteal region to the ankle. The mass 
consisted of dilated veins and a few small 
arterial connections. There was one finger- 
sized perforator vein in the midthigh, pre- 
sumably joining the angiomatous mass to the 
veins. 

Onerative Procedure: A long incision was 
made from the inferior gluteal fold of the 
buttocks to the popliteal area of the leg, with 
the patient Ilving on the stomach. The inci- 
sion was further increased by a Y-shaped ex- 
tension at either end. Flaps were dissected 
back to the lateral extensions of the enormous 
tumor. The dissection was then deepened 
onto the fascia of the leg and the deep fascia 
removed, including all of the overlying fat 
and the enclosed angiomatous mass. During 
this dissection many large veins and small 
arterioles were clamped, ligated and divided. 
One large perforator vein in the midthigh 
was similarly clamped, divided and ligated, 
subfascially. In spite of the enormous dis- 
section of flaps, after the procedure the flaps 
seemed reasonably viable. The wound was 
closed with simple interrupted silk sutures, 
and a Penrose drain was placed in the lower 
angle of the incision. There was considerable 
loss of blood, covered by transfusions. The 
patient left the operating room in good condi- 
tion. 

Pathologist’s Report.—Gross: The specimen 
was a mass of subcutaneous tissue with under- 
lving fascia from the thigh measuring 32 by 
17 by 3 cm. Cut surfaces revealed, in the 
subcutaneous tissue, large vascular channels 
surrounded by blood-containing tributaries 
irregularly and haphazardly distributed 
through the entire subcutaneous fat. 

Microscopic: Section through the subcu- 
taneous tissue resected from the left thigh 
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Fig. 1.—Varicose hemangiomatosis of leg. Similar 
hemangioma of the rectum and sigmoid was 
presented. 


revealed large veins with sclerosed hyalinized 
walls, as well as numerous small vascular 
channels of varying size, diffusely distributed 
throughout the section. Some of these vessels 
were empty; others contained clotted blood. 

Diagnosis: Varicose veins; diffuse heman- 
giomatosis of left leg. 

Treatment (Second Stage).—On July 5 re- 
section of the devitalized and necrotic portion 
of the previous skin flaps on the thigh was 
done. This denuded area was resurfaced with 
skin grafts the size of postage stamps. High li- 
gation and removal by the stripping technic of 
the left long saphenous vein and its tributaries 
followed; then the varicose hemangioma of the 
posterior aspect of the lower part of the leg 
was resected, with high ligation and resection 
of the short saphenous vein and its tribu- 
taries; finally, a mass of thrombosed veins 
below the left external malleolus was resected. 
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Fig. 2.—Hemangiomatosis of leg and large bowel. 
(McKay and Clark’s case.) Reproduced by edi- 
torial permission. 
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Result.—The patient was last seen on Aug. 
13, 1959, approximately two years after the 
last surgical procedure. He was in good 
health and was working hard. There had 
been no bleeding from the colostomy and no 
recurrence of the anemia. Operation on the 
leg had resulted in a painless, useful limb 
without residual varicose tumor and without 
any recurrence of the varicosities. 


Review of Literature.—Gentry, Dockerty 
and Clagett, in 1949, reported a review of 
the literature on vascular lesions of the 
gastrointestinal tract. They collected 61 
benign and 9 malignant vascular lesions 
of the colon, rectum and anus. Heycock 
and Dickinson, in 1951, in a paper entitled 
Hemangiomata of the Intestines, pointed 
out that the skin is commonly involved and 
may betray the diagnosis. Jacques, in 
1952, reported a case of cavernous heman- 
gioma of the rectum and rectosigmoid 
colon. 

MacCollum and Martin, in 1956, re- 
viewed 500 consecutive case records of 
hemangioma in infancy or childhood. 
There were 3 patients with cutaneous 
hemangiomas and associated hemangi- 
omas of the gastrointestinal tract. They 
all had hemorrhages severe enough to 
necessitate laparotomy and resection of 
the offending organ. 

McKay and Clark, in 1956, reported a 
case very similar to the one here described 
(Fig. 2). Their patient was a boy 11 
years of age, born with a deformed foot 
and leg, who had exsanguinating rectal 
hemmorrhages intermittently after the 
age of 3. The deformed foot was am- 
putated when the boy was 314 years old. 
The left leg was about three times the 
diameter of the opposite one. The deform- 
ity and hypertrophy of the limb and the 
discoloration of the skin were due to 
dilated lymphatics and veins. A barium 
enema study revealed the inner surface of 
the large bowel to be grossly irregular, 
with a polypoid appearance. As in our 
case, the roentgenologist expressed the 
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opinion that “since the patient is known 
to have other vascular anomalies, the case 
may well represent an extensive vascular 
tumor of the rectum.” At operation 
McKay and Clark observed a massive 
hemangioma that extended from the upper 
part of the rectum to the left side of the 
transverse portion of the colon. The en- 
tire segment of involved bowel was re- 
sected and the right side of the transverse 
portion of the colon anastomosed to the 
lower part of the rectum according to 
the technic described by Swenson for the 
treatment of congenital megacolon. 

Classification—The article by MacCol- 
lum and Martin contains a simple classi- 
fication of cutaneous hemangiomas and 
coexisting involvement of another organ: 

a. Osler’s syndrome: Hereditary multi- 
ple telangiectasis of the skin and 
mucous membranes. 

b. Jaffé’s syndrome: Coexisting angi- 
omas of the skin and viscera. 

ce. Kast’s or Maffuci’s syndrome: Co- 
existing multiple angiomas of the 
skin and enchondroma of the bone. 

d. Cushing’s, Cobb’s, Sturge’s or 
Sturbe-Weber’s syndrome: Coexist- 
ing angiomas of the skin and central 
nervous system or meninges. 

e. Lindeau’s or Von Hippel-Lindau’s 
syndrome: Coexisting angiomas of 
the retina, the central nervous sys- 
tem and the viscera. 

The case here reported, with hemangi- 
oma of the leg and of the large bowel 
falls into Category B (Jaffé’s syndrome). 
Both lesions were essentially venous and 
occurred in the form of large varicosities. 
They belong to the class of hemangioma- 
tous varicosities or racemose venous an- 
eurysms. 

Treatment.—Removal of the tumor- 
bearing area is the most satisfactory 
method of treating varicose hemangioma- 
tosis. For the large bowel and rectum this 
may consist of a Miles abdominoperineal 
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resection or an abdominoperineal proc- 
tosigmoidectomy, with preservation of the 
sphincter muscles. The cutaneous lesion 
cannot be successfully handled by sclero- 
therapy, by multiple ligations or by the 
stripping technic. Treatment should con- 
sist of wide extirpation of the lesion-bear- 
ing area—skin, subcutaneous tissue and 
underlying fascia. The dissection starts 
peripheral to the lesion and continues 
centrally and subfascially. Vessels enter- 
ing the periphery of the lesion and per- 
forating vessels from the muscles are 
ligated as encountered. The defect is re- 
surfaced with a split thickness graft 
applied directly to the muscle. 


COMMENT 


Several features of the case here pre- 
sented deserve special mention. 

1. Varicose veins so dominated the le- 
sion of the lower extremity that its tu- 
morous and congenitally hemangiomatous 
nature was overlooked. 

2. Occult rectal bleeding presumably 
existed for years before the leg lesion and 
“hemorrhoids” became symptomatic, for 
severe secondary anemia was present when 
appendectomy was performed in 1934. 

3. Since two hemorrhoidectomies failed 
to prevent rectal bleeding and sternal mar- 
row studies suggested aplastic anemia, the 
rectal bleeding was ascribed to blood dys- 
crasia. 

4. Sigmoidoscopic and roentgen studies 
failed to provide the true diagnosis be- 
cause of the submucosal, intramural and 
subserous location of the intestinal vari- 
cosities. 

5. The patient was committed to a life 
of semi-invalidism owing to secondary 
anemia and had been receiving five or six 
blood transfusions annually, on an am- 
bulatory basis, during the eight years 
prior to coming under our care. 

6. Recognition of the leg lesion as a 
congenital hemangioma and knowledge of 
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the common association of cutaneous and 
visceral vascular malformation finally led 
to definitive surgical therapy that com- 
pletely rehabilitated the patient. 


RESUME 


Un cas d’hémangiomatos de |’extrémité 
inférieure du gros intestin est décrit. Le 
malade était condammné a une vie d’inva- 
lide, en raison d’hémorragies rectales 
provoquant une anémie secondaire (dys- 
crasie sanguine). Pendant 9 ans il avait 
travaillé de facon irréguliére, en subissant 
cing ou six transfusions sanguines par an. 
Grace a la connaissance de l’association de 
lésions cutanées et vasculaires un diagnos- 
tic correct a pu étre posé, et un traitement 
chirurgical a permis au malade de se réta- 
blir complétement, 


RESUMEN 


Se da cuenta de un caso de hemangioma- 
tosis de la extremidad inferior y del in- 
testino grueso. El enfermo habia sido 
considerado como un invalido definitivo a 
causa de anemia secundaria por hemorra- 
gia rectal achacada a una discrasia san- 
guinea. Durante nueve ajfios habia vivido 
trabajando irregularmente con la ayuda 
ce cinco o seis transfusiones anuales. El 
conocimiento de la asociacién frecuente de 
la malformacion vascular cutanea y visce- 
ral conduja au un diagnéstico correcto y 
a la terapéutica quirtrgica definitiva que 
reabilit6 por completo al enfermo. 
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ZUSAM MENFASSUNG 


Es wird tiber einen Fall von varikésen 
Hamangiomen der unteren Gliedmasse und 
des Dickdarms berichtet. Infolge von 
Mastdarmblutungen mit sekundarer Blut- 
armut, die einer fehlerhalften Blutzusam- 
mensetzung zugeschrieben wurde, war der 
Patient zu einem Leben der Invaliditat 
verurteilt. Neun Jahre lang konnie er nur 
unregelmassig und mit Hilfe von fiinf bis 
sechs Bluttransfusionen im Jahr arbeiten. 
Nachdem erkannt wurde, dass Gefassmiss- 
bildungen der Haut und innerer Organe 
oft gemeinsam bestehen, wurde eine rich- 
tige Diagnose gestelit und eine genau fest- 
gelegte chirurgische Behandlung eingelei- 
tet, die zur vélligen Wiederherstellung des 
Kranken fiihrte. 
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Genitourinary Surgery 


Endometriosis of the Urinary Tract: 


A Review of the Literature and a Report of 


ease whose rapid growth and unusual 

manner of dissemination is respon- 
sible for many bizarre clinical and patho- 
logic changes. Since the endometrial 
lesions may occur anywhere in the female 
genital tract and manifest a_ striking 
tendency to spread to any site or organ 
within the abdomen, occasionally outside 
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Endometriosis of the urinary tract 
is rare. In its vesical form it occurs 
most frequently in women between 
the ages of 20 and 40. There is no 
unanimous opinion as to its patho- 

genesis. Cystoscopic study is the 
most reliable diagnostic aid, and 
treatment should be individualized 
on the bases of age, marital status, 
desire for pregnancy, severity of 
symptoms and the presence or ab- 
sence of associated endometrial or 
other pelvic disease. The authors re- 
view the literature and report four 
cases of their own. 


the abdomen and even to involvement of 
the extremities or the lungs and other 
distant organs, one can readily appreciate 
the many perplexing problems of diag- 
nosis and treatment they may present to 
the general practitioner, gynecologist, sur- 
geon and urologist. 

The purpose of this paper is three fold: 
(1) to report 4 personal cases of en- 
dometriosis of the bladder; (2) to discuss 
briefly the incidence, pathogenesis, path- 
ologic picture, symptoms, diagnosis and 
treatment of vesical endometriosis, dnd 
(3) to tabulate the cases of endometriosis 
of the various organs of the urinary tract. 


Definition.—In the past fifty years the 
exact meaning of the term “endometri- 
osis” has undergone a decided change. 
In the early literature two distinct types 
of endometriosis were described, internal 
and external. The internal type ircluded 
diffuse glandular permeation of the 
uterine muscle and has been designated 
as adenomyomatosis (Cullen), adenomy- 
osis (Franke), adenomyometritis 
(Meyers), adenome endometriode (Pick), 
uterine fibroids containing endometrial 
tissue and designated as adenomyomas 
(Von Recklinhausen), adenomyomas con- 
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taining uterine epithelium (Cullen), fib- 
roadenose seroepitheliale (Lauche), endo- 
metriomyoma (Blair Bell), etc. The 
external type included misplaced endo- 
metrial tissue discovered outside the 
uterus and described as chocolate cysts 
of the ovary (Sampson), ectopic, hetero- 
topic or aberrant endometriosis, endome- 
trioma, etc. 

It soon became apparent that there was 
no clinical similarity between the internal 
and external types, and these terms were 
abandoned in favor of the more specific 
terms just enumerated. In recent years 
practically all contributors to the subject 
have employed the term “endometriosis” 
to designate any growth of endometrial 
gland tissue outside its normal habitat, 
the uterus. The studies of Sampson, Rus- 
sell and others, clearly demonstrated that 
chocolate cysts of the ovary represent a 
specific form of external endometriosis in 
the ovary containing uterine endometrium, 
but on perforation the cyst contents rarely 
contain endometrial glands. Consequently 
the terms “chocolate cyst of the ovary” 
and “endometriosis” should not be used 
synonymously or interchangeably. 

The occurrence and location of endome- 
trial lesions outside the uterus is most 
often described under the generic term of 
endometriosis or, by the more etymologi- 
cally-minded physicians, as ectopic, het- 
erotopic or aberrant endometriosis. The 
most common extrauterine sites are the 
ovaries, various uterine ligaments, rec- 
tovaginal and vesicovaginal septums, 
pelvic peritoneum, cervix, labia, vagina 
and, less frequently, the large and small 
intestines, bladder, ureters, laparotomy 
sears, umbilicus and skin. 

Incidence.—Endometriosis is one of the 
most common diseases encountered in 
gynecologic practice. Many women show 
clinical signs and symptoms of endome- 
triosis, but relatively few require defini- 
tive treatment. Small endometrial lesions 
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TABLE 1.—Incidence of Vesical Endometriosis in 
Large Series of Cases of all Types of 
Endometriosis 


Total Cases of 
all Types of 
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are frequently observed at laparotomy 


performed for other pelvic diseases. En- 
dometriosis of the urinary tract appears to 
be a relatively rare clinical and pathologic 
entity. 

The first case of vesical endometriosis 
was reported by Judd in 1921. Ottaw 
(1929) collected 16 cases, Hendriksen 
(1936) 30 cases, Moore and his associates 
(1948) 46 cases and Kretschmer (1945) 
64 cases. We have collected 7 cases pub- 
lished prior to 1945 that were not included 
in Kretschmer’s report and 56 cases pub- 
lished subsequent to Kretschmer’s report, 
and have added 4 personal cases to make 
a grand total of 127. We were able to find 
reports of only 6 cases of renal and para- 
renal, 15 ureteral, and 3 urethral endome- 
triosis.* 

It is very likely that the incidence of 


*These cases are listed chronologically in the Bibliography. 


Year 
1925 
1929 159 
1930 118 
1933 65 
1935 576 
569 
1942 
1951 3 
1952 4 
1953 3 
1960 4 
a 
44 
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endometriosis of the urinary tract is far 
greater than these figures indicate. This 
is substantiated by the data in Table 1. 

Age Incidence: Vesical endometriosis 
may occur in any woman between the 
menarche and the menopause. In the 
majority of cases it occurs between the 
ages of 25 and 40, with the greatest 
number in the period between 30 and 35. 
In the present series of 56 cases the 
youngest patient was 26 years old (Ockuly 
and Helwig, Lax, Ajamil, and Arrighi) 
and the oldest 50 (Trabucco and Cartelli). 
In Kretschmer’s series the youngest was 
18 years and the oldest 48. The age dis- 
tribution in our own series is indicated in 
Table 2. 

Endometriosis appears to be a disease 
of modern times. It is estimated that 
between 10 and 20 per cent of all women 
between puberty and the menopause have 
pelvic endometriosis at one time or an- 
other. This disease has a much higher 
incidence than has carcinoma of the 
female genital tract. These women are 
victims of the stress and strain of the 
changing socio-economic conditions, as 
has been aptly stated by Meigs (1938), 
who pointed out that endometriosis is 
more commonly observed in private white 
patients than in ward or service patients. 
He attributed this disparity in incidence 
to the fact that in the former group, 
which includes career women, intellectuals 
and “socialites,” who are desirous of 
maintaining their independent status, 
marry at a much later date, practice 
contraception and make a concerted effort 
to avoid becoming pregnant, and in whom 
the prolonged menstrual life without in- 
terruption by pregnancy appears to favor 
the development of endometriosis. In the 
latter group, in whom early marriage and 
repeated pregnancies are more prone to 
occur, interruption of the cyclic menstrual 
changes, with its suppressive ovarian 
hormonal activity, may exert a beneficial 
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action on existing endometrial lesions and 
a deterrent or preventive action against 
the development of endometrial lesions. 

Pathogenesis —Numerous theories have 

been proposed to explain the origin and 
spread of ectopic endometriosis. Those 
interested in this phase of the subject 
are referred to the excellent reviews 
presented by Henriksen (1935), Ranney 
(1948) and Javert (1949). The most com- 
monly accepted theories are here listed, 
and brief,mention is made of the more 
pertinent ones involved in the patho- 
genesis of endometriosis of the urinary 
organs. 

Theories of the Pathogenesis of Ectopic 

Endometriosis: 1. Embryonic: 

a. Wolffian duct remains (Von Reck- 
linghausen, 1896) 

b. Mullerian duct remains (Cullen, 
1896; Rossman, 1897) 

2. Metaplastic: 

a. Peritoneal-serosal changes (Ivanoff, 
1898) 

b. Vesical epithelial changes (Myers, 
1903 and 1919; Novak, 1926 and 
1931) 

3. Migratory : 

a. Invasion or direct extension into 
uterine wall (Cullen, 1897) 

b. Implantation by way of transtubal 
transportation of menstrual blood 
(Sampson, 1921) 

c. Lymphatic metastases (Sampson, 
1922; Halban, 1924) 


TABLE 2.—Age Distribution in 56 Collected Cases 
of Vesical Endometriosis 


Years Cases 
25 to 29 13 
30 to 34 18 
35 to 39 14 
40 to 44 8 
45 to 49 2 
50 to 55 1 


Total 56 
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d. Hematogenous metastases (Samp- 
son, 1924) 

e. Traumatic displacement and im- 
plantation of endometrial tissue at 
time of operation 


The multiplicity of theories attests to 
the controversial nature of the question 
and further indicates that no single theory 
suffices to explain the origin and mode of 
spread of all the different types of ectopic 
endometriosis. There is considerable 
histopathologic and experimental evidence 
to substantiate the fact that in the vast 
majority of cases endometriosis is best 
explained by the migratory theory, which 
assumes that the endometrial tissue ele- 
ments originate in the uterine mucosa and 
reach an ectopic position by (a) direct 
invasion, (b) implantation or (c) metas- 
tasis. For example, the growth of endo- 
metrial tissue on the surface of the ovary, 
pelvic peritoneum, intestine and bladder is 
more likely to be caused by either (a) im- 


plantation resulting from the retrograde 
menstrual flow through the fallopian tube 
or (b) spillage of endometrial fragments 
from the uterine cavity during a gyneco- 


logic or abdominal operation. In excep- 
tional cases the endometrial cells are un- 
doubtedly transported by the blood and/or 
lymph streams to the lungs, arms, thighs, 
umbilicus, labia, ete. 

Ureteral endometriosis is usually the 
result of direct extension or implantation 
of endometrial elements from an adjacent 
focus of endometriosis within the pelvis. 
In the rare case of renal endometriosis, the 
origin and growth of the endometrium- 
like tissue is not so readily explained, but 
it appears more probable that it is due 
to metaplasia of renal epithelial elements 
or indigenous fibroblastic elements (Mas- 
low, Blum and Fruhling) rather than to 
inclusion of early mullerian cells in the 
metanephros (Marshall). 

Some of the early authors have at- 
tempted to classify vesical endometriosis 
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as primary or secondary, the primary type 
including those forms in which there is 
no demonstrable continuity or spread from 
the uterus, tubes or ovaries and no antece- 
dent history of surgical trauma. This clas- 
sification failed to gain wide recognition, 
as it was based too often on the individual 
author’s interpretation of unproved etio- 
logic factors and not on positive pathologic 
observations. It would appear that all 
vesical endometriosis must be regarded as 
secondary, in the sense that it is composed 
of ectopic endometrial tissue even though 
the mechanism involved is not always 
clear. Furthermore, it is apparent that 
differentiation between a primary and a 
secondary form is of relatively little im- 
portance, as the two give rise to the same 
symptoms and require the same treatment. 


Pathologic Picture. — The pathologic 
data in cases of vesical endometriosis may 
vary considerably, as they depend upon 
the mode of spread, the duration of the 
disease and the cyclic changes induced by 
ovarian hormonal activity. In the early 
stages, invasion of the bladder by endo- 
metrial tissue may be confined to the 
serosa, and, if the condition is unrecog- 
nized or untreated, invasion of the muscu- 
laris, submucosa and mucosa may ensue. 

The endometrial lesion is usually single 
but may be multiple, varying in size from 
a small discrete plaque or excresence (1 
to 5 mm. in diameter) to a large cystic 
mass (4 to 8 cm in diameter). On gross 
inspection, the surface of both the small 
and the large tumor is irregular and is 
bluish grey or bluish black, owing to the 
presence of small cysts (1 to 2 mm. in 
diameter) that may protrude through the 
external and, less frequently, the internal 
surface of the tumor. 

Histologic examination reveals large 
rounded or angular endometrial glandular 
structures scattered throughout the thick- 
ness of the bladder wall, embedded in a 
highly cellular and vascular stroma con- 
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tiguous with the surrounding muscle 
bundles. The glands are composed of low 
or high columnar epithelium, and the cilia 
of the epithelial cells are frequently dis- 
cernible. The glands may be distended with 
blood or necrotic material and reflect the 
various phases of the menstrual cycle in 
the same manner as does normally situated 
endometrium. The dark-staining nuclei 
of the cells are arranged in a syncytial 
layer, with their long axes parallel to the 
basement membrane. The different layers 
of the bladder in the region of the tumor 
may exhibit injection or hemorrhage. 
Moderate to severe congestion, hemor- 
rhagic extravasation and edema may be 
present. Inflammatory infiltration, chiefly 
of lymphocytes and plasma cells, may be 
observed near the mucosal surface of the 
tumor. 

The tendency of aberrant endometrial 
tissue to manifest an unusual “growth 
urge” in a manner similar to that of car- 
cinoma has been recognized for many 
years. Malignant degenerative changes 
are rarely encountered but, when present, 
reveal the typical changes of adenocar- 
cinoma of endometrial origin as described 
by Trabucco and Cartelli and by Yoshi- 
mura and Ito. The occurrence of an in- 
dependent carcinoma and endometrioma in 
the same bladder is rare but has been 
reported by Heaney. Papillary epidermoid 
tumors of the bladder may occur inde- 
pendently of the endometrioma, as in the 
case reported by Ockuly. 

When the endometrial lesion in the 
bladder remains undiagnosed and un- 
treated or the patient is subjected to re- 
peated cystoscopic examination over a 
period of months, the lesion will be ob- 
served to become larger, more invasive 
and more hemorrhagic and to exhibit 
more pronounced cystic changes, often 
with ulcerative or necrotic changes super- 
imposed. The rapid growth of the tumor 
results in increasing severity of disabling 
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symptoms and a gradual diminution in the 
capacity of the bladder. 

The urologist, gynecologist and abdom- 
inal surgeon should always bear in mind 
that endometriosis of the bladder usually 
occurs alone but may coexist with, or be 
directly connected with, endometriosis of 
the pelvic organs or the pelvic peritoneum. 


Clinical Features—The symptoms of 
vesical endometriosis vary and are directly 
influenced by the size and location of the 
lesion and the cyclic changes induced by 
ovarian hormonal activity. The most com- 
mon and almost constant symptom is 
vesical discomfort, which is described 
either as a sense of pressure, heaviness, 
cramp or pain in the region of the bladder. 
This symptom was present in 44 of 56 
cases (78 per cent) reviewed by our- 
selves. It was most frequently noted in 
the suprapubic area (38 cases), less 
frequently in the vesicovaginal area (6. 
cases) and occasionally in the lumbar, 
perineal or sciatic area (1 each, respec- 
tively). In most cases the pressure or 
pain was relieved by voiding, and in many 
the discomfort was more or less constant. 
In rare cases, pain on coitus may be a 
complaint. Renal pain was reported in 
8 cases as a result of obstruction of one 
ureter by the vesical lesion. 

The next most common symptoms were 
urinary disturbances, i.e., urgency, burn- 
ing and frequency of urination, dysuria, 
tenesmus, etc. These symptoms were 
noted in 40 of the 46 cases studied by 
Moore and his co-workers, and in 42 of 
56 cases (71 per cent) reviewed by our- 
selves. Stress incontinence was present 
in 2 cases. Contrary to general expecta- 
tion, gross hematuria is less frequently 
observed, being present in only 13 of 46 
cases (Moore and others) and in only 14 
of 56 cases (25 per cent) of our own 
series. In 3 additional cases in the latter 
series the hematuria was microscopic. 
Pyuria was reported in only 3 cases. 
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The important consideration in ap- 
praisal of the bladder symptoms is their 
cyclic character. The bladder pain and 
urinary disturbances may be present for 
one to twelve days, the period usually 
corresponding with that part of the month 
covering menstrual activity (i.e., premen- 
strual swelling and menstruation) in a 
woman with an intact uterus and ovaries 
or to that part of the month of previous 
menstrual activity in a castrated woman. 
The onset of bladder symptoms may vary ; 
some patients noted that bladder irrita- 
bility occurred three to seven days before 
menstruation, and others had no symptoms 
until menstruation developed, or these 
symptoms occurred in the last one or 
two days of menstruation with a gradual 
tapering off in the next three to seven 
days. The addition of successive monthly 
changes to the existing endometrial lesion 
in the bladder in undiagnosed or untreated 
patients produced a striking increase in 
the severity of the bladder symptoms, 
which must be attributed to the cumula- 
tive increase of menstruation linked phe- 
nomena within the vesical lesion. 

Disturbances of menstruation, i.e., dys- 
menorrhea, metrorrhagia and menor- 
rhagia, were relatively common complaints 
and were present in 24 of 56 cases in this 
series. 

The duration of symptoms referable to 
the symptoms was recorded in 36 cases 
and varied from three days to eighteen 
years, with an average of four and one- 
half years. 


Palpable Mass. — A palpable bladder 
mass was present in the suprapubic area 
or vaginally in 21 of 46 cases (Moore and 
others) and in 22 of 56 cases in our series. 
In the latter series the mass was detected 
by vaginal examination in 20 cases. It 
varied in size from that of a hazelnut to 
that of a small orange and was usually 
described as firm and slightly irregular. 
In several instances, the mass was re- 
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ported as tender, and pressure on it re- 
produced the original complaint of bladder 
pain. 

Previous Surgical Intervention—A 
careful history should be taken in every 
case of vesical endometriosis, as informa- 
tion may be elicited concerning a previous 
gynecologic or abdominal operation which 
may have a direct etiologic bearing on the 
development of the bladder lesion. Pre- 
vious gynecologic or abdominal operations 
were reported in 27 of 46 cases (Moore 
and others) and in 39 of our 56 cases. In 
the latter group a single operation was 
performed in 2 cases, two operations in 
9 cases, three operations in 3 cases and 
four operations or more in 5 cases. 

No particular type of operation mani- 
fested a specific tendency to the develop- 
ment of endometriosis. The operative pro- 
cedures employed in this series included 
abdominal pelvic operation (alone), 15 
cases ; abdominal pelvic operation with ap- 
pendectomy, 8 cases; appendectomy, 7 
cases; exploratory laparotomy, 5 cases; 
dilation of the cervix and uterine curet- 
tage, 5 cases; vaginal hysterectomy, 4 
cases; vaginal hysterotomy, 2 cases; ce- 
sarean section, 2 cases, and vesicovaginal 
fistula repair, colpotomy, culdoscopy and 
induced abortion, 1 case each, respectively. 

One cannot emphasize too strongly the 
importance and value of employing an 
extremely cautious surgical technic during 
any abdominal, pelvic or gynecologic oper- 
ation, in order to prevent dissemination of 
endometrial tissue throughout the peri- 
toneal cavity. 


Associated Pathologic Conditions—In 
the majority of cases of vesical endome- 
triosis the lesion was confined to the blad- 
der, with no abnormalities of the female 
reproductive organs demonstrated by 
palpation or at operation. The presence 
of uterine fibromyomas was recorded in 
10 cases, chocolate cysts of one or both 
ovaries in 7 cases, pelvic endometriosis 
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in 7 cases and endometriosis of the broad 
ligament in 2 cases. 

Associated pathologic lesions in the 
upper part of the urinary tract were ob- 
served in only 3 cases, i.e., pyonephrosis 
(Trabucco), ureteral stone (Higgins) and 
crossed dystopic kidney (Modelski). 


Diagnosis.—The diagnosis of vesical 
endometriosis was made cystoscopically in 
32 cases, by operation (and verified by 
pathologic study) in 18 cases and by 
cystoscopic biopsy in 6 cases. Cystoscopic 
biopsy was employed in 2 other cases but 
led to an incorrect diagnosis owing mainly 
to faulty technic. 


Cystoscopic Observations.—Cystoscopic 
examination has proved to be a most valu- 
able diagnostic procedure. The first cysto- 
scopic description of vesical endometriosis 
was made by Mueller (1927), who made 
a tentative diagnosis of an angiomatous 
tumor, the correct diagnosis being estab- 
lished by histopathologic examination of 
the operative specimen. Ottow (1929) 
made the first correct preoperative cysto- 
scopic diagnosis. As has been mentioned, 
the cystoscopic picture varies with the 
cyclic phase induced by ovarian hormonal 
activity. Consequently, repeated cysto- 
scopic examinations at different times of 
the menstrual month may be necessary to 
establish the correct diagnosis. 

In the premenstrual period, an elevated 
area can be detected on the posterior vesi- 
cal wall, adjacent to or near the trigone or 
near the dome of the bladder. The vesical 
mucous membrane surrounding the tumor 
may show marked congestion and edema, 
imparting a foldlike appearance which the 
German authors have designated as 
“pores.” Through the intact mucous mem- 
brane over the tumor one may discern 
some small cysts, which appear to be 
translucent or may possess a bluish cast 
resulting from distention with hemor- 
rhagic secretion. 

During menstruation the tumor usually 
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appears to be much larger and more con- 
gested and the cystic areas are a deeper 
bluish black and less translucent. When 
the tumor mass is undergoing active men- 
strual changes actual bleeding and slough- 
ing may be observed, which may interfere 
with accurate visualization and diagnosis 
of the tumor. 

For several days post menstruum the 
tumor retains its large size, but the con- 
gestion and edema are less marked and 
the bluish black cysts may be still seen, 
with a lesser degree of color intensity. In 
the intermenstruum the tumor undergoes 
considerable retrogression and shrinkage, 
and only a few scattered blue-black cysts 
can be seen. The congestion and edema 
show a decided decrease, and the tumor 
area assumes a diffuse or irregular spotty 
yellowish red coloration. 

After removal or irradiation of the 
ovaries the cystoscopic appearance under- . 
goes rapid and progressive changes. The 
tumor mass becomes smaller and eventu- 
ally disappears. The edema and conges- 
tion subside promptly, and the cystic areas 
become fibrotic and disappear. The time 
required for complete disappearance of 
the tumor varies, and often a year or more 
may elapse before this is accomplished. 
Reactivation of the tumor, with recur- 
rence of vesical symptoms, may develop 
when estrogenic therapy is instituted for 
menopausal symptoms in irradiated or 
castrated women. 

Pregnancy may lead to a temporary 
abatement of bladder symptoms and im- 
provement in the cystoscopic appearance 
of the tumor area. When spontaneous 
abortion occurs, however, as in Mueller’s 
case, or the pregnancy is terminated by a 
normal labor, the cyclic tumor changes 
and the bladder symptoms reappear. 

Biopsy.—Biopsy is indicated in every 
case of suspected endometriosis of the 
bladder. While it may not always be pos- 
sible to establish the correct diagnosis by 
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this method, it will serve to exclude a 
malignant tumor, which is most frequently 
confused with this condition. 

A biopsy was performed in 6 of 48 cases 
(Moore and others) and a correct diag- 
nosis made in only 2 (Phillips, Kahle). 
In the other 4 the condition was reported 
as chronic inflammation, and the correct 
diagnosis was made after excision of the 
tumor. This diagnostic procedure was 
successfully employed in 8 of 10 cases in 
our series of 56. 

The biopsy specimen should be taken 
by means of a Lowsley biopsy forceps, a 
“cold” punch or the suction cup technic 
of Higgins. 

Removal of a portion of the tumor by 
electrocoagulation with a transurethral 
resectoscope is unsatisfactory because of 
the tissue necrosis produced, which inter- 
feres with accurate histopathologic diag- 
nosis. 


Location of the Endometrial Lesion in 
the Bladder.There is a paucity of data 
concerning the exact location of the tumor. 
In the majority of cases in which excision 
or segmental resection is performed the 
tumor has been described as situated on 
the posterior wall or near the dome of the 
bladder. In the 56 cases studied, the loca- 
tion of the tumor at the time of cysto- 
scopic study was reported as the posterior 
wall in the region of the trigone in 31 
cases, at the dome in 2 cases and on the 
lateral walls 4 cases. The tumor was 
described as covering one ureteral orifice 
in 7 cases and was responsible for uni- 
lateral ureteral obstruction in 1 case. 
Kahle observed a case in which the tumor 
obscured both ureteral orifices and pro- 
duced a vesicosigmoidal fistula at the site 
of the extensive endometrial lesion on the 
right lateral wall near the dome of the 
bladder. 


Differential Diagnosis —Endometriosis 
of the bladder must be carefully differen- 
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tiated from the following benign and 
malignant lesions of the bladder: 

1. Benign Lesions: (a) Varix and An- 
gioma. The venous congestion and bluish 
cysts in the submucosa or mucosa in vesi- 
cal endometriosis may be readily mistaken 
for a varix or angioma. The cyclic charac- 
ter of the bladder symptoms, the diminu- 
tion in the size of the endometrial mass 
and the disappearance or diminution in 
the congestion and the decrease in size or 
disappearance of the bluish cysts during 
the intermenstrual periods serve to ex- 
clude the diagnosis of varix or angioma. 

(b) Papilloma. When the endometrial 
tumor is small and elevated and its sur- 
face is ulcerated and bleeding, it may be 
extremely difficult to exclude a benign or 
malignant papilloma. The difficulty is 
further increased when a biopsy speci- 
men of the tumor mass is taken with a 
resectoscope and by electrocoagulating 
current and reveals dessicated glands and 
muscle with distorted cellular morphologic 
structure. Such tissue fragments are not 
infrequently mistaken for that associated 
with normal or irritative papillary hyper- 
plasia of the vesical mucosa. A careful 
history, however, is the most valuable aid 
in differentiating between the two con- 
ditions. 

(c) Localized Vesical Inflammation or 
Ulcer. In an occasional early case of vesical 
endometriosis devoid of mucosal invasion, 
the surface of the endometrial tumor mass 
may show diffuse or mottled congestion 
and a surrounding area of bullous edema, 
which may lead to an erroneous diagnosis 
based on cystoscopic data alone or on the 
inconclusive histologic observations of a 
superficial or inadequate biopsy. 

2. Malignant Lesions: (a) Infiltrating 
Carcinoma. This lesion is most frequently 
confused with vesical endometriosis. In 
the early case of vesical endometriosis the 
tumor mass originates in the vesicoute- 
rine or vesicovaginal septums and _ in- 
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vades the bladder without penetrating the 
mucosa. The irregular surface of the 
vesical endometrial tumor, with its sharply 
defined area of congestion and surround- 
ing induration and edema, may add to the 
diagnostic difficulty. 

In cases of late or advanced endometrio- 
sis the differential diagnosis is not too 
difficult, as the single or multiple bluish 
black cysts scattered throughout the tumor 
are sharply demarcated from the sur- 
rounding normal vesical mucosa. 

(b) Stromal Endometriosis. This is a 
rare type of primary uterine neoplasm 
characterized by infiltrative growth into 
the parametrial areas, with secondary in- 
volvement of the other pelvic viscera. 
McFarlane and others (1958) collected 
only 102 cases, and involvement of the 
urinary tract was observed in 12 per cent. 
Initial invasion of the bladder occurs in 
the posterior wall near the trigone. The 
intravesical appearance of the tumor is 
that of a pinkish gray or yellowish white 
mass covered with soft elevated polypoid 
masses. The tumor often obscures such 
normal anatomic landmarks as the trigone 
and ureteral orifices. The bladder walls 
are thickened and indurated by nodular or 
ropelike masses of tumor. Unilateral or 
bilateral involvement of the ureters due to 
infiltration or extrinsic pressure has been 
reported. 

The majority of patients are in the sec- 
ond half of their reproductive lives. The 
chief complaints are dysmenorrhea, me- 
norrhagia, abnormal noncyclic uterine 
hemorrhage, pelvic pain and tumefaction 
in the lower part of the abdomen. When 
the bladder is involved, severe urinary dis- 
turbance may occur. The most constant 
physical sign is a symmetrically enlarged 
uterus, with intrauterine polypoid growths 
in 45 per cent. 

Treatment.—The choice of the specific 
method of treatment of vesical endometri- 
osis should be the joint responsibility of 
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the urologist and gynecologist, for the 
final choice must be based on a careful 
evaluation of the following conditions or 
factors: the patient’s age, marital status 
and desire for future pregnancies; the ex- 
tent of the vesical lesion; the severity of 
symptoms referable to the bladder; the 
presence of pelvic disease, and the severity 
of menstrual disorder. It is folly to direct 
all therapeutic efforts toward correcting 
the vesical lesion and overlook or dis- 
regard the disorders of the female pelvic 
organs. 

Vesical endometriosis may be treated 
by (a) surgical intervention, (a) irradia- 
tion or (c) hormonal therapy. Surgical 
treatment, which consists of either local- 
ized excision of the tumor or segmental 
resection of the bladder, has been em- 
ployed in three types of cases: 

1. Those in which the endometrial lesion 
is limited to the bladder and no similar or 
other disease process can be demonstrated 
in the pelvic organs. 

2. Those in which the endometrial lesion 
in the bladder is accompanied by other 
lesions in the pelvic organs. 

3. Those in which the endometrial lesion 
in the bladder is accompanied by serious 
complications in the urinary tract as a 
result of ureteral obstruction or infiltra- 
tion, or the vesical endometrial lesion has 
undergone malignant degeneration. 

The first group covers about 40 per cent 
of cases of vesical endometriosis and usu- 
ally includes relatively young women who, 
because of their desire for future preg- 
nancy, are opposed to surgical castration 
or irradiation therapy, or in whose cases 
hormonal therapy is contraindicated or 
undesirable. 

The results of surgical treatment in this 
group are very satisfactory. In 48 cases 
reviewed by Moore and his associates, local 
excision was employed in 7 cases, with 1 
failure, and segmental resection in 28 
cases, with 27 cures. In our own series 
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of 56 cases, segmental resection was em- 
ployed in 22 cases, with excellent results 
in every case. 

The second group covers a slightly 
smaller group of cases from a statistical 
standpoint but actually includes the larg- 
est group of patients, many of whom do 
not come to operation. These patients 
require careful appraisal by the gynecolo- 
gist, as not infrequently coexistent disease 
of the pelvic organs is responsible for se- 
vere menstrual disorders that require im- 
mediate relief. For the younger women 
of this group, a combination of removal of 
the diseased pelvic organs and excision of 
the bladder lesion is indicated. In such 
cases, however, every effort should be 
made to conserve as much ovarian tissue 
as possible. For both young and older 
women with relatively minor or mild 
gynecologic complaints and no serious dis- 
ease of the pelvic organs, operation may be 
unnecessary and inadvisable, since relief 


may be obtained by irradiation. 

Of our 56 cases, excision of the endo- 
metrial lesion was performed simultane- 
ously with removal of the diseased pelvic 
organs in 11, with good results in every 


case. Excision of the vesical lesion was 
preceded by removal of the diseased pelvic 
organs in 3 cases and followed by removal 
of the diseased pelvic organs in 2 cases. 
In only 4 cases was the surgical treatment 
limited to removal of the pelvic organs. 
In the third group, the endometrial le- 
sions in the bladder and pelvis may pro- 
duce progressive unilateral or bilateral 
ureteral obstruction by occlusion or in- 
filtration, with serious damage to the up- 
per part of the urinary tract, and may 
necessitate surgical intervention to pre- 
serve the impaired kidney or may require 
nephrectomy when irreversible damage to 
one kidney has occurred. When the degree 
of ureteral obstruction is mild, irradiation 
may lead to prompt relief, with gradual 
disappearance of the endometrial lesions. 
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The presence of malignant degeneration 
in vescial endometriosis is rare and de- 
mands radical surgical treatment. Tra- 
bucco and Cartelli reported a case of en- 
dometrial adenocarcinoma in a 50-year-old 
woman who was treated by bilateral 
ureterosigmoidostomy and two months 
later by total cystectomy. This patient 
died in the postoperative period and rep- 
resents the only operative death in the 
56 cases. 

The cases in which there are complica- 
tions in the upper part of the urinary tract 
are worthy of brief mention. Zoedler re- 
ported a case of vesical endometriosis in a 
32-year-old woman who had undergone a 
right nephrectomy 5 years earlier and in 
whom there subsequently developed partial 
obstruction of the left ureter by endo- 
metrial tissue. A preliminary nephros- 
tomy followed a short time later by 
excision of the bladder tumor and re- 
implantation of the left ureter, yielded 
an excellent result. Kraussold observed 
a case of endometriosis involving the 
trigone and left ureter; this was suc- 
cessfully treated by transvaginal resection 
of the bladder lesion and reimplantation of 
the ureter. In Siegmund’s case the en- 
dometrial lesion covered the right ureter 
and was treated by combined removal of 
the uterus and the right ovary, excision 
of the vesical lesion and ligation of the 
right ureter, but several months later it 
was necessary to remove the right kidney. 
Trabucco and Cartelli reported another 
case of vesical endometriosis in a 32-year- 
old woman treated by subtotal hysterec- 
tomy and bilateral salpingectomy and 
oophorectomy but requiring a right 
nephrectomy two years later. Higgins and 
Stearn successfully treated an endome- 
trioma encroaching on the right ureteral 
orifice by irradiation and four months 
later removed a calculus from the right 
ureter. 

Transurethral resection or electrocoagu- 
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lation is contraindicated in the treatment 
of vesical endometriosis. Since the endo- 
metrial lesion begins in the outer layer of 
the bladder and gradually invades the re- 
maining layers, it is impossible to remove 
the entire growth by this means without 
causing perforation of the bladder, Ful- 
guration of the lesion may control active 
bleeding but otherwise exerts no deterrent 
effect on growth. Furthermore, bleeding 
not infrequently is increased after electro- 
coagulation, owing to sloughing and 
necrosis. 

Irradiation of the pelvis in a depth dose 
of 800 tissue roentgens (Beecham and 
McCrea) or 1,000 roentgens at 200 K.V. 
(Higgins and Stearns) usually suffices to 
suppress ovarian activity and at the same 
time to destroy the ectopic endometrial 
tissue in the bladder and pelvis. 


Irradiation of the ovaries was employed 
as the sole therapeutic measure in only 6 
cases (Schmutz and Boba, Higgins [3 
cases], Balfour, and Gabor). Postopera- 
tive irradiation was employed after trans- 
urethral resection by Tolson and Skita- 
relic, after excision of the bladder in 2 
cases (Ockuly and Helwig; Siegmund) and 
after simple hysterectomy without re- 
moval of ovaries or excision of the bladder 
tumor (Caure and Ramos). Irradiation 
of the ovaries is indicated (a) for poor 
surgical risks, (b) for patients with ex- 
tensive involvement of the bladder, ure- 
teral orifices, ureteral walls and urethro- 
vesical orifice and regarded as unsuitable 
for surgical treatment, and (c) for older 
women at or near the menopause in whose 
cases hormonal therapy is deemed inadvis- 
able for various reasons. 

Radium therapy has been tried in sev- 
eral early cases with uniformly poor re- 
sults, and has been discarded. 

When the vesical lesion occurs in women 
in the preclimacteric period or in those 
approaching menopause, the advisability 
of operation or irradiation must be given 
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careful consideration. If the vesical and 
menstrual symptoms are severe, irradia- 
tion or even operation may be required to 
obtain permanent relief. In women at or 
near the menopause, with relatively slight 
urinary and menstrual discomfort, one 
may proceed more cautiously and await 
the menopause to determine the degree of 
relief obtained, or resort to hormonal 
therapy to suppress ovarian activity. 

Hormonal therapy with estrogens and 
androgens has not been employed in a suf- 
ficient number of cases of vesical endo- 
metriosis to permit an accurate evaluation 
of its efficacy. Karnaky (1948) success- 
fully employed intensive Stilbesterol ther- 
apy in 37 cases of pelvic endometriosis, 
but, surprisingly, this plan of therapy has 
received greater acclaim and wider usage 
on the Continent than in the United States. 
This form of therapy is designed to pro- 
duce a substitute for pregnancy by induc- 
ing prolonged amenorrhea (for at least — 
six months) with progressively larger 
doses of Stilbesterol. The rationale behind 
this therapy is that large doses of Stil- 
besterol lead to suppression of the ante- 
rior pituitary gland, which in turn causes 
inhibition of ovarian function. The dis- 
advantages are the undesirable side effects, 
i.e., nausea and excessive uterine bleeding 
on withdrawal. 

Testosterone (in doses of 10 mg. three 
times a day) has also been used in cases 
of pelvic endometriosis, but the results 
have not been striking. It has been em- 
ployed in only 4 cases of vesical endo- 
metriosis. This drug presumably has been 
used to control the growth and induce 
retrogression of the endometrial tumor 
through suppression of ovarian activity. 
Its greatest usefulness thus far has been 
in combating the profuse bleeding en- 
countered after withdrawal of Stilbesterol 
or in serving as a stopgap measure to 
postpone the need of more radical surgical 
treatment in selected cases. The chief 
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danger of this form of therapy is that 
prolonged suppression of ovarian activity 
and abatement of the symptoms of endo- 
metriosis are practically impossible to at- 
tain without distressing masculinizing 
changes. 


REPORT OF CASES 


CASE 1.—C. W., a white housewife, married 
eleven years, para 2, was first seen by Dr. M. 
D. Kappelman on May 8, 1959, complaining of 
painful urination. For the past year she had 
had dysuria, urgency and frequency of urina- 
tion (at intervals of one hour during the day 
and 0-1 time during the night), accompanied 
by low abdominal pains and frequent watery 
stools. These symptoms were particularly 
marked on the day before menstruation and 
during menstruation. Between periods the 
patient was asymptomatic. She had stress 
incontinence at irregular intervals. Menstrua- 
tion had begun at the age of 13 years, with a 
regular cycle of twenty-five days and a dura- 
tion of five days, with moderate flow and slight 
pain. The patient had undergone appendec- 
tomy at the age of' 9 years. 

Physical examination revealed no abnor- 
mality. Pelvic examination disclosed the pres- 
ence of several small fibroids on the anterior 
wall of the uterus, which appeared to be press- 
ing on the bladder. The urine was normal. 
The patient was admitted to the Sinai Hospital 
on August 7. 

Proctoscopic examination gave negative re- 
sults. Cystoscopic study revealed a small area 
approximately 3 cm. in diameter of injected 
bladder mucosa on the posterior wall near the 
dome, which appeared to be pushed inward as 
a result of external pressure. A mild degree 
of trigonitis was present. No tumor, blebs 
or cysts were observed. The cystogram was 
essentially normal. A tentative diagnosis of 
multiple fibromyomas was made, and the pos- 
sibility of endometriosis of the uterus and 
bladder was considered. 

On August 10 pelvic examination was per- 
formed, with the patient under anesthesia, and 
revealed the uterus to be enlarged 1.5 times 
and irregular, with a firm, hard mass about 
3 cm. in diameter involving the bladder and 
uterus. The abdomen was opened and revealed 
an enlarged uterus with multiple small fibroids 
and normal tubes and ovaries. On the pos- 
terior wall of the bladder, near the dome, there 
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was a firm, hard mass 3 cm. in diameter, which 
was exposed by dissecting the peritoneum off 
the bladder. A section of the tumor was re- 
moved, and a frozen section was reported as 
endometrioma. Segmental resection of the 
bladder was performed by taking a wide mar- 
gin of bladder at least 1.5 cm. around the 
tumor mass. The defect in the bladder was 
closed in three layers with interrupted No. 1 
chromic catgut sutures. The uterus, tubes and 
ovaries were left intact. A No. 22 Foley 
catheter (5 cc. bag) was passed into the 
bladder per urethram. Convalescence was un- 
eventful, and the patient was discharged on 
August 21. Pathologic examination of the 
operative specimen revealed atypical endo- 
metrioma involving the serosa, muscularis and 
submucosa, with no penetration into the 
mucosa. 


Case 2.—E. A., a white, married housewife, 
aged 34, para 2, was admitted to the Sinai 
Hospital by Dr. E. Wilder on July 9, 1956, 
with pains in the lower part of the abdomen, 
dysmenorrhea and a heavy menstrual flow for 
the past six months. During the past two 
years, she had also been troubled with urgency, 
burning and frequency of urination during her 
menstrual periods. The menstrual history had 
begun at the age of 12 years; menstruation 
occurred regularly every thirty days and lasted 
five days, with moderate menstrual flow but 
severe dysmenorrhea. No previous abdominal 
operations were noted. 

Physical examination gave essentially nor- 
mal results except for moderate scoliosis of the 
spine. Pelvic examination disclosed the uterus 
to be enlarged and irregularly shaped. Chronic 
cervicitis with healing erosion was noted. The 
urine and blood were normal. 

On July 11 cystoscopic study revealed a 
small area (approximately 1.5 cm.) of endo- 
metriosis on the left posterolateral wall of the 
bladder, near the dome. There were several 
small bluish cystic areas (1 to 2 mm. in di- 
ameter) scattered throughout the tumor mass. 
There was no induration or edema around the 
mass. Both ureteral orifices were normal, and 
a No. 5 catheter was passed up each ureter 
with ease. Bilateral retrograde pyelograms 
revealed normal kidneys and ureters. 

On July 12, pelvic examination with the pa- 
tient under anesthesia revealed an enlarged 
uterus, but no definite mass in the bladder or 
adnexal areas could be palpated. A diagnostic 
dilation and curettage and a cervical biopsy 
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were performed. The pathologic diagnosis 
was premenstrual endometrium and chronic 
cervicitis with erosion. The patient was dis- 
charged on July 138, having refused an ab- 
dominal operation to determine the extent of 
the endometriosis. She was given Stilbesterol, 
1 mg. daily. She remained free of symptoms 
but refused cystoscopic examination. In June 
1957 she stated that she was symptom free. 

CASE 3.—M. P., a white, married housewife 
aged 41, para 1, was admitted to Sinai Hos- 
pital by Dr. A. E. Goldstein on Sept. 2, 1956, 
complaining of severe burning on urination 
and pain in the right kidney area of eleven 
years’ duration. She stated that, immediately 
after the birth of her only child eleven years 
earlier, symptoms of cystitis and right ure- 
teral obstruction developed and required fre- 
quent catheterization and intensive antibiotic 
therapy. She was seen by a gynecologist sev- 
eral months later because of recurrent and 
frequent vaginal bleeding, for which a diag- 
nostic curettage was performed. After this 
she was free of symptoms for six months; then 
pronounced dysuria with urgency and fre- 
quency of urination, developed, being present 
chiefly during the menstrual periods and ac- 
companied by severe dysmenorrhea. 

In 1948 the patient underwent an abdominal 
operation at another hospital. A supravaginal 
hysterectomy, with removal of both tubes, the 
right ovary, part of the left ovary and the 
appendix, was performed. A diagnosis of 
intraperitoneal endometriosis was made. The 
patient was relatively asymptomatic for the 
next eight months, after which symptoms of 
severe cystitis and low abdominal pains oc- 
curred. She was given radiation therapy to 
the remaining portion of the left ovary and 
was relieved for three or four months. Be- 
cause of the recurrence of severe vesical symp- 
toms in the early part of 1950, cystoscopic 
examination was performed elsewhere with 
presumably negative results as far as the 
bladder was concerned. She was subjected to 
two exploratory laparotomies (1951 and 1954) 
for adhesions (?). 

For the past three years, she had been 
troubled with marked urgency, burning on 
urination, dysuria and diurnal and nocturnal 
frequency, but no hematuria. Physical and 
pelvic examination gave negative results. The 
urine was normal. Cystoscopic examination 
in the office on August 15, revealed a bulging 
mass in the bladder, above the trigone, extend- 
ing from the right lateral to the left lateral 
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wall. The mucosal surface over the mass 
was intact, and no ulceration, cyst or edema 
was observed in or around the mass. Both 
ureteral orifices were normal in size, shape and 
position. A No. 5 F. catheter was passed up 
each ureter with ease, and clear urine was ob- 
tained from each kidney. A cystogram showed 
a depression in the right lateral wall of the 
bladder. 

On September 4, pelvic examination was 
performed, with the patient under anesthesia, 
and revealed a mass in the right lateral wall 
of the bladder. Operation was performed 
through a midline incision. A mass the size 
of a golf ball was observed in the right pos- 
terolateral wall of the bladder. There was no 
involvement of the right ureter. There were 
no other evidences of intraperitoneal involve- 
ment. A wide excision of the tumor mass was 
performed with the electric knife. The bladder 
was closed in layers with interrupted No. 1 
chromic catgut sutures, and a No. 20 F. Foley 
catheter (5 cc.) was passed into the bladder 
per urethram. The catheter was removed on 
the eleventh postoperative day. Cystoscopic 
study on September 24 revealed no evidence of 
the tumor; a small amount of injection and 
edema was observed near the trigone at the 
operative site. The patient was discharged 
on September 30 and has remained free of 
symptoms. 


CASE 4.—A. S., a white, married housewife 
aged 35 was admitted to the Sinai Hospital 
on Aug. 12, 1946 by Dr. H. M. Radman, com- 
plaining of excessive vaginal bleeding of two 
months’ duration. She also stated that the 
urine was blood-tinged on several occasions. 
There were no other urinary symptoms. In- 
tense lower abdominal pain was present one 
week prior to the onset of the menses. 

Menstruation had begun at the age of 12 
years, appeared every twenty-eight days and 
lasted four to five days. In the past two 
months the flow had become more profuse. 
She had been married one year but had failed 
to become pregnant, despite the fact that no 
precautions or contraceptives were used. The 
family and past histories were normal. 

Physical examination revealed no abnor- 
mality. On pelvic examination, the cervix 
was normal and the uterus was anteflexed, 
markedly irregular and about the size of a 
three months’ pregnancy. The right ovary was 
of normal size, but in the left adnexal region 
there was a soft cystic mass about the size of 
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a navel orange. Studies of the blood and urine 
gave negative results. 

On August 13 a laparotomy was performed 
and disclosed bilateral endometrial ovarian 
cysts, the left being about the size of an orange 
and the right about the size of an egg. There 
were scattered endometrial plaques over the 
pelvic peritoneum and the posterior surface 
of the bladder. The vesical changes were 
confined to the serosa and did not appear to 
extend into the muscular coats of the bladder. 
Supracervical hysterectomy and bilateral sal- 
pingo-oophorectomy were performed. The post- 
operative course was uneventful, and the pa- 
tient was discharged on August 21. In the 
next ten years she reported annually for ex- 
amination, the results of which were entirely 
negative. 


SUMMARY 


Endometriosis of the urinary tract is 
a rare clinical and pathologic entity. The 
authors have reviewed the literature and 
collected 6 cases of renal, 15 cases of ure- 
teral, 3 cases of urethral and 123 cases of 
vesical endometriosis. They add 4 per- 
sonal cases of vesical endometriosis. 
Vesical endometriosis may occur at any 
time between the menarche and the meno- 
pause but is most frequently observed be- 
tween the ages of 25 and 40 years. 
There is no unanimity of opinion con- 
cerning the pathogenesis of vesical endo- 
metriosis. The most logical explanation 
appears to be the migratory theory, which 
regards the endometrial elements as 
originating in the uterine mucosa and 
reaching an ectopic position by (a) direct 
invasion, (b) implantation or (c) metas- 
tasis. 
The most common features of vesical 
endometriosis are pain or discomfort (78 
per cent) in the suprapubic area or vesico- 
vaginal area, or cyclic urinary symptoms, 
(frequency, urgency, dysuria), A mass 
palpable on vaginal examination was 
present in 40 per cent of the cases. Hema- 
turia is relatively uncommon and was pres- 
ent in only 25 per cent. Menstrual dis- 
turbances (dysmenorrhea, menorrhagia, 
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metrorrhagia, etc.) were present in about 
50 per cent. 

The nature and severity of the vesical 
symptoms varies with the location, size 
and duration of the tumor. 

Cystoscopic examination is the most 
valuable diagnostic aid. The tumor usu- 
ally appears as a raised, indurated irregu- 
lar growth on the posterior wall of the 
bladder near the trigone. The mucous 
membrane covering the tumor is intact 
and often appears congested or hemor- 
rhagic; scattered throughout its surface 
are single or multiple small bluish black 
cystic areas. The tumor mass may be sur- 
rounded by an area of congestion or 
edema. 

Repeated examinations should be per- 
formed at different phases of the men- 
strual cycle, because the cystoscopic signs 
are progressively more intense during ac- 
tive menstruation, gradually tapering off 
in the postmenstrual period. 


Treatment of vesical endometriosis must 
be individualized after careful considera- 
tion of many factors: age, marital status, 
desire for future pregnancy, severity of 
symptoms, presence of associated endo- 
metrial or other pelvic disease, etc. 


Treatment of vesical endometriosis in- 
cludes (a) operation, (b) irradiation and 
(c) hormonal therapy. Conservative sur- 
gical treatment consisting of excision of 
the endometrial tumor or segmental re- 
section of the bladder is advocated when 
the patient is relatively young and desirous 
of becoming pregnant. When the vesical 
lesion is accompanied by other extensive 
endometrial lesions or other symptom-pro- 
ducing lesions of the pelvic organs, exci- 
sion of the bladder and removal of the 
diseased pelvic organs are indicated, with 
every effort to preserve as much ovarian 
tissue as possible. Early reimplantation 
of the ureter may be necessary when the 
ureter is obstructed. Radical operation in 
the form of bilateral ureterosigmoidos- 
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tomy and total cystectomy may be neces- 
sary when the vesical lesion exhibits 
malignant degeneration. 

Irradiation of the ovaries is the method 
of choice for women at or near the meno- 
pause, for poor surgical risks and for pa- 
tients with extensive involvement of the 
bladder, vesicourethral orifice and ureter 
who are regarded as unsuitable for sur- 
gical treatment. This form of therapy not 
only suppresses ovarian activity but has 
a beneficial effect on the endometrial le- 
sions. 

Hormonal therapy with estrogens or 
androgens has not been employed in a suf- 
ficient number of cases of vesical endo- 
metriosis to permit an accurate appraisal 
of its therapeutic efficacy. The advantages 
and dangers of hormonal treatment for 
pelvic endometriosis indicate that this 
form of therapy must be used with ex- 
treme caution. 

Transurethral resection, electrocoagula- 
tion and radium therapy are contraindi- 
cated in the treatment of vesical endo- 
metriosis. 


ZUSAMMENFASSUNG 


Die Endometriose des Harnapparates 
stellt eine seltene kiinische und patholo- 
gische Einheit dar. Nach Durchsicht des 
Schrifttums hat der Verfasser sechs Fille 
von Endometriose der Niere, 15 Falle der 
Harnleiter, drei Falle der Harnréhre und 
123 Falle der Harnblase gesammelt. 
Diesen fiigt er vier eigene Falle von 
Blasenendometriose hinzu. 

Endometriose der Harnblase kann zu 
jeder Zeit zwischen dem Einsetzen der 
Menstruation und dem Klimakterium auf- 
treten, wird aber am haufigsten im Alter 
zwischen 25 und 40 Jahren beobachtet. 

Uber die Pathogenese der Blasenendo- 
metriose besteht keine einheitliche Auf- 
fassung., Die logischste Erklarung scheint 
mit der Wanderungstheorie gegeben zu 
sein, wonach die Elemente des Endome- 
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triums in der Gebarmutterschleimhaut 
entstehen und eine ektopische Lage durch 
a) direktes Eindringen, b) Uberpflanzung 
oder c) Metastasierung erreichen. 

Die haufigsten Erscheinungen der Bla- 
senendometriose sind Schmerz und Unbe- 
hagen (78 Prozent) in der Gegend 
oberhalb des Schambeins oder in der Bla- 
sen-Scheiden-Gegend oder zyklische Harn- 
symptome (haufige Harnentleerung, Harn- 
drang, Beschwerden beim Wasserlassen). 
Eine bei vaginaler Untersuchung tastbare 
Geschwulst “bestand in 40 Prozent der 
Falle. Harnblutung ist verhaltnismassig 
ungewohnlich und bestand nur in 25 Pro- 
zent. Menstruelle Stérungen (Schmerzen 
bei der Periode, menstruelle Blutungen, 
Gebirmutterblutungen usw.) bestanden in 
etwa 50 Prozent. 

Die Art und Schwere der Blasensymp- 
tome wechselt mit dem Sitz, der Grésse 
und der Dauer des Bestehens der Ge- 
schwulst. 

Die zystoskopische Untersuchung ist das 
wertvollste diagnostische Hilfsmittel. Der 
Tumor erscheint gewéhnlich als eine er- 
habene verhartete unregelmissige Ge- 
schwulst an der hinteren Blasenwand in 
der Nahe des Lieutaudschen Dreiecks. Die 
den Tumor bedeckende Schleimhaut ist 
intakt und erscheint hiufig gestaut und 
blutig; iiber ihre Flache sind einzelne oder 
mehrfache kleine blaulich schwarze zy- 
stische Stellen verstreut. Die Geschwulst- 
masse kann von Gebieten der Stauung 
oder von Oedem umgeben sein. 

Wiederholte Untersuchungen sollten in 
verschiedenen Stadien des menstruellen 
Zyklus ausgefiihrt werden, weil die zysto- 
skopischen Veranderungen wahrend der 
aktiven Menstruation an Intensitét zu- 
nehmen und in der postmenstruellen 
Periode allmahlich wieder abnehmen. 

Die Behandlung der Blasenendometriose 
muss dem einzelnen Falle nach sorgfalti- 
ger Erwagung vieler Faktoren angepasst 
sein. Dazu gehéren das Alter der Patien- 
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tin, die ehelichen Verhaltnisse, der 
Wunsch nach Schwangerschaften in der 
Zukunft, die Schwere der Krankheitser- 
scheinungen, das gleichzeitige Bestehen 
anderer endometrieller oder sonstiger Er- 
krankungen des kleinen Beckens usw. 

Zur Behandlung der Blasenendometriose 
gehorten a) die Operation, b) Bestrahlung 
und c) Hormontherapie. Wenn die Pa- 
tientin verhaltnismassig jung ist und den 
Wunsch hat, schwanger zu werden, wird 
konservative chirurgische Behandlung 
empfohlen, die in Resektion der endo- 
metriellen Geschwulst oder in Ausschnei- 
dung eines Blasenabschnitts besteht. Wenn 
die Blasenerkrankung mit anderen ausge- 
dehnten endometriellen Veranderungen 
oder anderen Symptome hervorrufenden 
Erkrankungen der Beckenorgane verge- 
sellschaftet ist, ist Resektion der Blase und 
der erkrankten Beckenorgane angezeigt, 
wobei nichts unversucht bleiben darf, so 
viel Eierstocksgewebe wie méglich zu er- 
halten. Friihzeitige Wiedereinpflanzung 
des Harnleiters kann notwendig werden, 
wenn der Harnleiter verstopft ist. Wenn 
die Blasenerkrankung Zeichen bésartiger 
Entartung zeigt, kann eine radikale Opera- 
tion in Gestalt einer beiderseitigen Ure- 
terosigmoideostomie und totaler Blasen- 
resektion notwendig werden. 

Die Bestrahlung der Eierstécke stellt 
das Behandlungsverfahren der Wahl dar 
bei Frauen im oder nahne dem Klimak- 
terium, bei Patientinnen, die schlechte 
Operationskandidaten sind, und bei sol- 
chen, die eine ausgedehnte Beteiligung der 
Blase, der Blasenharnréhrenverbindung 
und des Harnleiters aufweisen und sich 
als ungeeignet zur chirurgischen Behand- 
lung erweisen. Diese Form der Behand- 
lung unterdriickt nicht nur die Eierstock- 
tatigkeit sondern hat auch einen giinstigen 
Einfluss auf die endometriellen Verinde- 


rungen. 
Die Behandlung mit weiblichen oder 
mannlichen Geschlechtshormonen ist noch 
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nicht in einer geniigenden Anzahl von 
Fallen mit Blasenendometriose angewandt 
worden, um eine zuverlassige Auswertung 
ihrer Wirksamkeit zu gestatten. Die Vor- 
ziige und die Gefahren der Hormonbe- 
handlung bei Endometriose des kleinen 
Beckens weisen darauf hin, dass diese 
Therapie mit dusserster Vorsicht ange- 
wandt werden muss. 

Die transurethrale Resektion, Elektro- 
koagulation und Radiumbehandlung sind 
bei Blasenendometriose kontraindiziert. 


RESUME 


L’endométriose de |’appareil urinaire 
constitue une entité clinique et pathologi- 
que rare. Les auteurs ont passé en revue 
la littérature et ont assemblé 6 cas d’endo- 
métriose rénale, 15 cas d’endométriose 
urétérale, 3 cas d’endométriose uréthrale 
et 123 cas d’endométriose vésicale, auquels 
ils ajoutent 4 cas personnels d’endomé- 
triose vésicale. 

L’endométriose vésicale peut se déclarer 
a n’importe quelle période entre la pre- 
miére menstruation et la ménopause mais 
le plus fréquemment entre |’Age de 25 et 
40 ans. 

Les avis ne sont pas unanimes quant a 
la pathogénése de l’endométriose vésicale. 
L’explication la plus logique parait étre 
la théorie de migration qui a trait 4 des 
éléments endométriques ayant leur origine 
dans la muqueuse utérine et atteignant 
une situation ectopique a) par envahisse- 
ment direct, b) par implantation, ou c) 


-par métastases. 


Les caractéristiques les plus courantes 
de l’endométriose vésicale sont la douleur 
ou une sensation de géne (78%) dans la 
région sus-pubienne ou vésicovaginale, ou 
des symptémes urinaires cycliques (fré- 
quence, urgence, dysurie). Dans 40% des 
cas l’examen vaginal révélait une masse 
palpable. L’hématurie est relativement 
rare et n’a été constatée que dans 25% 
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des cas. Il y avait des troubles menstruels 
(dysménorrhée, ménorragie, métrorragie, 
ete.) dans environ 50% des cas. 

La nature et la gravité des symptémes 
vésicaux varient selon la localisation, le 
volume et l’Age de la tumeur. 

L’examen cystoscopique apporte au 
diagnostic une aide des plus précieuse. La 
tumeur se présente en général comme une 
grosseur saillante, indurée et irréguliére 
sur la paroi postérieure de la vessie au 
voisinage du trigone. La membrane mu- 
queuse recouvrant la tumeur est intacte, 
souvent congestionnée ou hémorragique; 
elle montre, répandues sur toute sa sur- 
face, de petites zones kystiques_ bleu- 
noiratres, isolées ou multiples. La masse 
tumorale peut étre entourée d’une zone de 
congestion ou d’oedéme. 

Des examens répétés devraient étre pra- 
tiqués a diverses phases du cycle men- 
struel, car les signes cystoscopiques sont 
progressivement plus marqués durant la 
menstruation active, et diminuent gra- 
duellement pendant la période post-men- 
struelle, 

Le traitement de |’endométriose vésicale 
doit étre individualisé aprés considération 
attentive d’un grand nombre de facteurs: 
age, status matrimonial, désir d’une gros- 
sesse future, gravité des symptomes, af- 
fection concomitante du bassin ou de I|’en- 
dométre. 

Le traitement de i’endométriose vésicale 
comporte: a) l’intervention chirurgicale, 
b) Virradiation et c) la thérapeutique hor- 
monale. Le traitement chirurgicale con- 
servateur (excision de la tumeur de |’en- 
dométre ou résection partielle de la vessie) 
est recommandé lorsque la malade est re- 
lativement jeune et désire avoir des 
enfants. Quand la lésion vésicale s’accom- 
pagne d’autres lésions étendues de |’endo- 
métre ou d’autres symptoémes de lésions 
des organes pelviens, |’ablation de la vessie 
et des organes pelviens atteints est indi- 
yuée, en s’efforcant de préserver au maxi- 
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mum le tissu ovarien. Une réimplantation 
urétérale précoce peut étre nécessaire en 
cas d’obstruction de l’uretére. Une opéra- 
tion radicale sous forme d’urétérosigmoi- 
dostomie bilatérale avec cystectomie totale 
peut étre indiquée lorsque la lésion vési- 
cale révéle une dégénérescence maligne. 

L’irradiation ovarienne est la méthode 
de choix chez les femmes prés de la méno- 
pause ou a |’Age de la ménopause, dans les 
cas ou le risque opératoire est grand et 
quand la lésion s’étend largement 4a la ves- 
sie, 4 l’orifice vésico-uréthral et a l’uretére, 
cas considérés comme impropres a une 
thérapeutique chirurgicale. L’irradiation 
ovarienne non seulement supprime I’acti- 
vité ovarienne mais elle agit utilement sur 
les lésions de l’endométre. 

La thérapeutique hormonale aux oestro- 
génes ou androgénes n’a pas été utilisée 
dans un nombre suffisant de cas d’en- 
dométriose vésicale pour permettre une 
évaluation précise de son efficacité. Ses 
avantages et ses inconvénients dans |’en- 
dométriose pelvienne montrent qu’elle doit 
étre appliquée avec une extréme prodence. 

La résection transuréthrale, |’électro- 
coagulation et la radium-thérapie sont 
contre-indiquées dans le traitement de 
V’endométriose vésicale. 


RESUMEN 


La endometriosis del tracto urinario es 
una entidad clinica y patologica rara. Los 
autores revisando la literatura han recogi- 
dos seis casos de endometriosis renal, 15 
de ureteral, 3 de uretral y 123 de localiza- 
cidn vesical. Personalmente citan 4 casos 
de endometriosis vesical. 

A cualquier edad entre la menarquia y 
la menopausia puede presentarse la en- 
dometriosis vesical pero lo hace mas fre- 
cuentemente entre los 25 y los 40 ajfios. 
No existe una opinién unanima sobre la 
patogenesis de la endometriosis vesical. La 
explicacié6n mas légica no es mas que una 
teoria que considera los elementos endg- 
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metriales como originados en la mucosa 
uterina y que alcanzan una posicién ecté- 
pica por inversién directa, implantacién o 
metastasis. 

Las caracteristicas tipicas de la endo- 
metriosis son dolor 0 molestia (78%) en 
el Area supraptbica o en el Area vésico- 
vaginal o sintomas urinarios ciclicos (pola- 
quiuria, miccién imperiosa, disuria). En 
el 40% de los casos se tocaba una masa en 
la exploracién vaginal. La hematuria no 
es frecuente apareciendo solo en el 25% 
de los casos. La mitad de las enfermas 
presetaron trastornos menstruales (dis- 
menorrea, menorragia, metrorragia etc.). 
La naturaleza y la importancia de los sin- 
tomas vesicales varia con la localizacién, 
el tamafio y la duracién del tumor. El 
examen cistoscépico constituye la mas va- 
liosa ayuda. Se suele presentar el tumor 
omo una masa saliente, indurada y de cre- 
cimiento irregular en la pared posterior 
de la vejiga cerca del trigono. 

La mucosa que recubre la tumoracién 
esta intecta y a menudo aparece conges- 
tionada o hemorragica; sobre su super- 
ficie se aprecian extendidas pequefias 4reas 
quisticas de un azul oscuro. El tumor 
puede estar rodeado de una masa de con- 
gesti6n o edema. 

Se deben repetir los exaémenes en las 
diferentes fases del ciclo menstrual ya que 
los signos cistoscépicos son mas aparentes 
durante la menstruacién activa haciéndose 
paulatinamente menos aparentes en el pe- 
riodo postmenstrual. 

El tratamiento de la endometriosis vesi- 
eal debe ser individualizado después de 
considerar varios factores: edad, estado 
marital, deseo de un embarazo, gravedad 
de los sintomas, presencia de otro endo- 
metrioma o de otra enfermedad pélvica etc. 


El tratamiento de la endometriosis vesi- 
cal incluye (a) operacién, (b) irradiacién 
y (c) radioterapia hormonal. Se puede 
emplear el tratamiento conservador, con- 
sistente en excisién del tumor endometrial 
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o resecci6n parcial de la vejiga cuando la 
enferma es jéven y desea estar embara- 
zada. Cuando la lesion vesical esta acom- 
pafada de otras lesiones e endometriales 
extensas o de sintomas de lesiones en los 
o6rganos pelvianos estara indicada la ex- 
cisién de la vejiga y la extirpacién de los 
érganos pelvianos enfermos, intentado con- 
servar todo el tejido ovarico que sea posi- 
ble. Cuando el ureter esta obstruido, puede 
ser precisa una reimplantacion precoz. 
También puede ser necesario cuando la 
lesién vesical presenta degeneraciOn ma- 
ligna, la practica de una operacién radical 
en forma de ureterosigmoidostomia bilat- 
eral. 

La irradiacién de los ovarios es el mé- 
todo de eleccién en las mujeres proximas 
a la menopausia, para los malos sujetos 
quirirgicos y para las enfermas con inva- 
sién extensa de la vejiga, del orificio vesi- 
coureteral y del ureter, consideradas como 
inaptas para el tratamiento quirtrgico. 
Esta terapéutica no solo suprime la acti- 
vidad ovarica sino que tiene un efecto 
benéfico en las lesiones endometriales. 

El tratamiento hormonal con estrégenos 
y andrégenos no ha sido empleada en 
suficiente nimero de casos para permitir 
un calculo acertado de sus posibilidades 
terapéuticas. Las ventajas y los peligros 
del tratamiento hormonal en la endome- 
triosis pélvica indica que tal terapéutica 
debe ser empleada con extrema precaucion, 
La reseccién transureteral, la electrocoa- 
gulacién y el radium estan contraindicados 
en el tratamiento de la endometriosis ve- 
sical. 
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The French and Indian War (1756-1763) provided the first opportunity any large 
number of our physicians had had of sharing medical experiences and of becoming 
acquainted with British military medicine. Hindle said: 

The eyes of many were opened, especially of those who had had no academic 
training. They were exposed to a much better trained and organized profession 
in which certain standards of performance were insisted upon. All the Ameri- 
cans came to recognize more clearly their need of better education and of regula- 
tions which would bar the incompetent from practice. War experiences coupled 
with post-war patriotism and enthusiasm for organizing led to surprising 
activity. 

Certain it is that the decade of the 1760’s was a remarkable one in the history of 
American medicine. During this period there returned to the colonies of Pennsyl- 
vania, Massachusetts, Virginia, New York, Maryland, and South Carolina, armed 
with the Edinburgh M.D. degree, a group of young and ambitious physicians includ- 
ing such later distinguished medical figures as William Shippen, Jr., Benjamin Rush, 
John Morgan, Samuel Bard, Adam Kuhn, Arthur Lee, Gustavus Brown, Peter Fays- 
soux, and Walter Jones. It was in this decade, and in part through the instru- 
mentality of some of these men, that the first medical school in the colonies was 

_ opened in Philadelphia, and a second one, in New York. The decade also witnessed 
the founding, among other medical societies, of the oldest existing one in the 
United States. 


—McDaniel 
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The Fate of the Smaller Twin 


A Method of Increasing the Survival Rate 


MELVYN BERLIND, M.D., F.A.C.0.G., F.I.C.S.* 
BROOKLYN, NEW YORK 


time, and recent statistics confirm it, 

that the perinatal mortality rate asso- 
ciated with the smaller baby in a twin 
birth far exceeds that associated with the 
larger. This applies equally whether the 
smaller child is delivered first or second, 
and regardless of the type of delivery— 
spontaneous, forceps, breech, version and 
extraction or cesarean section. 

My interest in the small or premature 
child dates back to 1932, when I published 
a paper advising routine episiotomy in the 
delivery of the premature or small child 
as a prophylactic measure against cere- 
bral hemorrhage.! It is my hope and con- 
viction that this procedure is now univer- 
sally adopted. 

The method here advocated of increas- 
ing the survival rate of the smaller twin 
is based primarily on giving it as much 
blood as possible at the time of delivery. 
This blood is given at the expense of its 
larger and healthier twin. Specifically, it 
is to make certain that the smaller twin 
gets not only all the blood that normally 
belongs to it in its own placenta and cord 
but, in the case of homologous twins, some 
of the pooled blood in the large placenta 
common to the two twins. In other words, 
it is robbing Paul, the larger twin, to pay 
Peter, the smaller. 

That the amount of blood in the cord 


He HAS been my impression for some 
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A newborn infant would receive 
from 75 to 100 cc. of blood trom the 
placenta and cord it it were lowered 
below the level of the placenta after 
delivery. In case of homologous 
twin pregnancy, if the firstborn is 
small, a delay in clamping the cord 
is advised, so that the fetus receives 
at least 100 to 150 cc. of blood from 
the common placenta. If the first 
child is large and healthy, imme- 
diate clamping of the cord is ad- 
vised, so that the second twin within 
the uterus may benefit by the extra 
placental blood after the first deliv- 
ery. With modification, this method 
can be followed in cesarean section. 
A lowered fetal mortality rate for 
the smaller twin may thus be ob- 
tained. 


and placenta, even in a single pregnancy, 


is not inconsiderable, has been demon- 
strated in several reports. McCausland and 
his co-workers? have estimated that the 
placenta and cord contain about one-third 
of the combined fetoplacental volume. De 
Marsh and his co-workers* have shown 
that those infants whose cords were not 
clamped until the placenta had separated 
from the uterus had, on an average, 0.56 
million more red blood cells per cubic mil- 
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limeter and 2.6 gm. more hemoglobin per 
hundred cubic centimeters of blood during 
the first week of life than did infants 
whose cords were clamped immediately 
after delivery. These authors maintained 
that early clamping of the cord is equiv- 
alent to subjecting the child to a hemor- 
rhage at birth. And, conversely, the de- 
layed clamping would be equivalent to a 
blood transfusion at birth. It has been 
claimed by Ballentine‘ that babies given 
this extra blood have higher erythrocyte 
counts, higher hemoglobin levels and less 
initial loss of weight, and also that they 
are less subject to secondary or delayed 
shock. To cite one more paper, Brand- 
stadt® stated quite succinctly: “No one in 
his right mind would draw 30 to 50 Gm. 
of blood from a newborn infant, yet this 
in effect happens whenever the infant is 
not allowed to get the maximum amount 
of blood from the placenta and cord after 
delivery.” 

If this blood, as shown, is important to 
the full-term newborn child, how much 
more important must it be to the small or 
premature child! And also to the smaller 
of a pair of twins, which, as a rule, is 
premature as well. That the newborn 
infant rarely gets this extra blood—i.e., 
the blood in the placenta and cord—is seen 
daily in the delivery room, where immedi- 
ately after delivery the cord is clamped 
and cut and the baby handed over to the 
nurse. And in the case of twins, with the 
delivery of the first child, regardless of 
its size, the obstetrician, in his desire to 
“get at” the second twin, even more hastily 
clamps and cuts the cord and hands the 
baby over to the nurse. Should the first 
baby be well-developed, weighing 5, 6 or 
7 pounds (2,267 to 3,175.4 Gm.), with a 
good lusty cry, the loss of its cord and 
placental blood is relatively unimportant. 
But—and here is the entire point of this 
paper—should the first baby be small, 
weighing 2, 3 or 4 pounds (907 to 1,814 
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Gm.), and puny, with a poor cry and a 
doubtful prognosis, what a blessing the 
additional 100 to 150 cc. of blood might 
mean to the little one in giving him a 
better start in life! It would be a wonder- 
ful and possibly life-saving transfusion at 
birth! It has been estimated that approx- 
imately 100 to 150 cc. of blood is contained 
in the cord and placenta of a single preg- 
nancy, and the child would receive this 
blood by gravity if it were held 8 to 10 
inches (20.3 to 25.4 cm.) below the level 
of the uterus and placenta immediately 
after delivery. As far as I know, no re- 
ports have appeared estimating the amount 
of blood the firstborn of twins would re- 
ceive if, after delivery, the cord were left 
unclamped until pulsations ceased, both 
in cases of homologous twins with a single 
placenta and in cases of heterologous twins 
with separate though possibly fused pla- 
centas. it could naturally be assumed that 
the amount of blood received by the first — 
delivered twin held below the mother with 
the cord unclamped would be far in excess 
of that of a single pregnancy, the simple 
reason being that the large placenta com- 
mon to the two twins would contain much 
more blood than does that of a single 
pregnancy. A conservative estimate would 
be 125 to 175 cc. In dizygotic twins the 
gain in blood volume in a similarly held 
first twin would not exceed that in its own 
cord and placenta. 

The question arises whether there might 
be any danger to the second twin within 
the uterus should the first twin receive 
this extra blood from the common placenta 
after its delivery. Would it cause sepa- 
ration with abruptio of the common pla- 
centa with danger to the life of the second 
twin? Even if this occurred, it is doubt- 
ful whether it would seriously endanger 
the second child, for it could be delivered 
without delay. In 3 cases in which the 
first of fraternal twins received blood from 
the placenta common to the two there were 
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no signs of placental separation and no 
disturbance in respiration or cyanosis in 
the second twin after its birth. 

The suggested technic is best explained 
by drawings. In Figure 1 the firstborn 
of the twins is large, weighing 5, 6 or 
more pounds; it has a loud cry, and its 
color is good. Clamp the cord at once! 
This baby does not need the blood in the 
placenta; save it for the second twin, 
which one may assume to be smaller. 
(Should the second twin also be large, 
nothing is lost.) The second and smaller 
twin, after delivery, will thus receive not 
only the blood rightfully his in the pla- 
centa, but some of the blood that belonged 
to the larger twin. In essence, the _first- 
born larger child is giving the little one 
a transfusion from their common placenta. 

In Figure 2 the firstborn is small, 
weighing 2, 3 or 4 pounds (907 to 1,814 
Gm.). Delay clamping of the cord! Wait 
until pulsations cease, or strip the cord 
gently, thus allowing 100 to 150 cc. of 
blood from the common placenta to enter 
the fetus. Since the firstborn is small, 
we assume that the second twin is larger 
and healthier and would not require this 
extra blood in the placenta. (Roentgen 
studies prior to delivery might determine 
the size of the twins and the order of their 
delivery. This would be an aid in the 
technic.) This extra blood is tantamount 
to a transfusion at birth. Now, should 
the second twin also be very small, at least 
one of the babies would have received 
sufficient blood to improve its chance for 
survival—one living child is certainly bet- 
ter than none. 

The same procedure can be followed in 
cesarean section, although with the fol- 
lowing modification: If homologous twins 
should be delivered with the common 
placenta attached and the cords left un- 
clamped, and should there be a marked 
difference in their sizes—a glance would 
show this—the cord of the larger twin 
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if 
Fig. 1—Immediate clamping of cord when larger 


twin is delivered first, to save placental and cord 
blood for smaller twin. 


Fig. 2.—Delay in clamping cord, when smaller 

twin is delivered first, until pulsation ceases, so 

that blood is delivered to smaller child by gravity. 

Alternatively, cord may be stripped. This equals 
100 ce. of extra blood for smaller twin. 


going to the placenta (suspended above 
the level of the twins) should be clamped 
at once. This would allow the extra blood 
to go to the smaller twin as in the case of 


vaginally delivered twins. 


RESUMEN Y CONCLUSIONES 


El recién nacido recibira de 75 a 100 cc. 
de sangre procedente de la placenta y el 
cordé6n si, después del parto, se le coloca 
debajo del nivel de la placenta. En el caso 
de parto doble, si el primer nacido es 
pequefio, se recomienta retrasar un poco el 
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pinzamiento del cordén de forma que el 
feto reciba por lo menos de 100 a 150 ce. 
de sangre de la placenta comtn. Si el 
primer nifio es grande y sano se aconseja 
pinzar inmediatamente el cordén de forma 
que el segundo atin dentro del titero puede 
beneficiarse de la sangre extra. Con al- 
gunas modificaciones este método puede 
ser empleado en las operaciones cesareas. 
De esta forma puede conseguirse una me- 
nor mortalidad en los casos de embarazo 
doble o miltiple. 


ZUSAM MENFASSUNG UND SCHLUSSFOLGERUNGEN 


Ein neugeborener Sdugling, der nach 
der Entbindung unterhalb des Niveaus der 
Plazenta gelagert ist, empfangt von der 
Plazenta 75 bis 100 ccm Blut, Wenn bei 
einer eineiigen Zwillingsschwangerschaft 
der erstgeborene Zwilling klein ist, emp- 
fiehlt es sich, die Abklemmung der Nabel- 
schnur zu verzogern, sodass das Neuge- 
borene mindestens 100 bis 150 ccm Blut 
von der gemeinsamen Plazenta empfangt. 
Ist das erstgeborene Kind gross und ge- 
sund, wird zu sofortiger Abklemmung der 
Nabelschnur geraten, damit der zweite 
Zwilling in der Gebirmutter eine gréssere 
Menge des Plazentarblutes nach der Ent- 
bindung sich zunutze machen kann. Diese 
Methode lasst sich mit gewissen Abiande- 
rungen auch beim Kaiserschnitt anwen- 
den. Auf diese Weise kann man bei 
Zwillingsschwangerschaften die Sterblich- 


The brain is a wonderful organ. It starts working the moment you get up in the 
morning, and does not stop until you get into the office. 
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keitsquote des kleineren Zwillings herab- 
setzen. 
RESUME ET CONCLUSIONS 


Un nouveau-né recevrait de 75 4 100 cc 
de sang par le cordon ombilical s’il était 
placé au-dessous du niveau du placenta 
aprés la délivrance. Dans le cas de ju- 
meaux unicellulaires, si le premier-né 
est petit, il est conseillé d’observer un 
délai avant de couper le cordon, afin que 
le foetus recoive un minimum de 100 a 
150 ce de sang du placenta. Si le pre- 
mier-né est grand et sain il est recom- 
mandé de couper le cordon sans tarder, 
afin que le deuxiéme jumeau, encore dans 
Vutérus, puisse bénéficier du sang extra- 
placentaire aprés sa naissance. Avec des 
modifications cette méthode peut étre uti- 
lisée dans des cas de césarienne, permet- 
tant d’obtenir un taux de mortalité foetale 
plus faible pour le pius petit des jumeaux. 
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E consider a transverse incision 

WV of the lower part of the abdomen 

the procedure of choice for pelvic 
operations. A recent questionnaire to the 
largest teaching hospitals of the United 
States, however, disclosed that most gyne- 
cologists still prefer the vertical incision. 

In this questionnaire many gynecolo- 
gists cited certain disadvantages of the 
transverse incision as their reason for pre- 
ferring the vertical. In our experience, 
most of these disadvantages have not been 
encountered. Other disadvantages cited 
have not been considered significant. 

These interesting comments in the ques- 
tionnaire have stimulated a report of our 
personal experience with the Maylard type 
of transverse incision in 662 operations 
during the past six years. 

Historical Background.—Transverse in- 
cision of the abdominal wall is not new. 
In 1823, Baudelocque,! the great French 
obstetrician, advocated its use for cesa- 
rean section. Pfannenstiel,? in 1900, 
popularized a modified low transverse in- 
cision, which is still in use, when only 
minimal exposure is required. About 
1907, Maylard® of England and Barden- 
heuer of Germany advocated a transverse 
incision of all abdominal layers to provide 
wide exposure of the pelvis. Moschowitz# 
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The authors present a strong ar- 
gument, based on their experience, 
in favor of Maylard’s transverse in- 
cision of the lower part of the ab- 
domen in obstetric and gynecologic 
surgical practice. They freely admit 
that in certain circumstances the 
more popular vertical incision is 
preferable, but these, in their opin- 
ion, are few, and the excellence of 
their results, together with the virtual 
absence of serious complications in 
their experience, have convinced 
them that the transverse incision 
merits reconsideration. 


further popularized this incision by 
clearly describing its sound anatomic and 
physiologic principles in 1916. 

Cherney,° in 1941, described a modifica- 
tion of the Maylard incision, because of 
the criticism leveled at cutting through 


-the rectus muscles and not resuturing 


them. In the Cherney incision the recti 
are divided at their tendinous insertion 
into the pubis and resutured to the rectus 
fascia on closure. This Cherney modifica- 
tion has gained wide popularity among 
urologists and general surgeons for opera- 
tions on the bladder, ureters and rectum. 

Dr. Fredrick Coller of Ann Arbor, 
Michigan, has done much to popularize 


4 
4 
| 
4 
in 
68 


VOL. 34, NO. 1 


the Maylard incision during the past 
fifteen years. His presentation of the 
basic anatomic and physiologic principles 
involved in treatment of the abdominal 
wall are impressive. His residents in 
surgery have been so impressed with this 
ideal incision that they have converted 
many surgeons and gynecologists from 
the vertical incision to the transverse. 

In 1952 Dr. James Logie of Grand 
Rapids, a Coller-trained surgeon, per- 
suaded us to try the Maylard type of 
transverse incision in several cesarean 
sections. The results were so gratifying 
that we decided to give the method a true 
test in all obstetric and gynecologic in- 
cisions of the lower part of the abdomen. 
Six years later we find ourselves com- 
pletely converted from the vertical to the 
transverse approach. Our patients like 
the better cosmetic result and the more 
comfortable postoperative course. Those 
on whom we have previously used a verti- 
cal incision notably prefer the transverse 
incision. Our residents cannot under- 
stand why a transverse incision has not 
been generally adopted as the procedure 
of choice in gynecologic practice. 


Basic Considerations.—All abdominal 
incisions have certain merits. One cannot 
be so dogmatic as to exclude the time- 
honored vertical incision and say that 
there should be only a transverse approach 
to a pelvic surgical procedure. 

Vertical incision won its popularity 
with gynecologists years ago because of 
its speed and simplicity. When diagnosis 
was uncertain, the vertical incision could 
be extended upward. In modern gyne- 
cologic practice speed has given way to 
deliberate performance with precise tech- 
nic. Diagnosis is more nearly exact, so 
that the proper incision can be chosen 
for a definite region. 

For real appreciation of the superiority 
of the transverse incision one should read 
the surgical anatomic and physiologic 
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Fig. 1.—Usual transverse incision in skin crease. 


incision for wide 


Fig. 2.—Large transverse 
exposure. 


descriptions so well presented by Coller,® 
MeVay and Anson,’ Sloan,® and Sprengel.’ 
In an extensive experience, Coller says, 
“we have never seen any complication 
which we felt could be attributed to tran- 
section of the rectus muscle.” 
Method.—We used the Maylard type of 
transverse incision during this six-year 
study (1953 through 1958). Our technic 
was the same as that advocated by Coller 
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Fig. 4.—Cutting of rectus muscles. 


and expertly described by Tollefson and 
Russell.'” 

In those multiparae with relaxed mus- 
cles, since wide exposure was not neces- 
sary, the rectus muscles were simply 
spread without cutting. This is not a 
Pfannenstiel incision, because all layers 
were divided in a transverse plane. Cesa- 
rean section was frequently done by this 
method. 

Textbooks of gynecologic surgery sel- 
dom describe the Maylard incision; there- 
fore, our technic is outlined in detail, as 
follows: 

1. The patient is first tilted into the 
Trendelenburg position to smooth the 
lower abdominal surface and displace the 
fatty panniculus upward. 

2. Incision of the skin can be done at 
any level between the pubis and the um- 
bilicus. Usually a transverse incision is 
made in the natural skin crease about 
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3 fingerbreadths above the pubis (Fig. 1). 
In operations for larger tumors and for 
carcinoma this incision should extend 
from one anterior superior iliac spine to 
the other, in a curvilinear manner (Fig. 
2). 

3. The anterior rectus sheath is in- 
cised to the outer border of each rectus 
muscle (Fig. 3). When the longer in- 
cision is used, one extends the fascial 
incision as far laterally as necessary, to 
correspond with the skin incision (Fig. 
4). For huge tumors we extend these 
incisions laterally into the oblique muscle 
as far as necessary. 

4. With the rectus muscles exposed, we 
decide whether or not they shall be cut 
for wide exposure or simply spread. For 
easy spreading, we incise the median 
fibrous septum’ beneath the linea alba. 
The rectus muscle is never stripped from 
its fibrous attachment to the anterior 
sheath as in the Pfannenstiel method. To 
separate these fibrous septums invites 
bloody extravasation and _ postoperative 
adhesions. 

5. Transection of the rectus muscles is 
facilitated by elevating them with two 
fingers or with an opened curved hemo- 
stat (Fig. 5). Under the lateral edge 
of each rectus, the prominent inferior 
epigastric artery and vein can be easily 
identified for ligation (Fig. 6). When 
the recti are cut, these vessels should 
always be carefully ligated. To try to 
save them in such an exposed state is to 
invite trouble. We are very strongly 


- convinced as to this point of careful liga- 


tion of the inferior epigastric vessels to 
prevent hematoma. 

6. The peritoneum is grasped to the 
left of the midline, carefully palpated to 
make sure no bowel or bladder has been 
accidentally included, and then incised 
transversely (Fig. 6). 

7. A Maylard incision can be closed 
very rapidly, if speed should become 
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Meticulous wound closure, 


necessary. 
however, is excellent insurance against 
unpleasant complications, in any type of 


incision. For easy closure, the table 
should be adjusted to a level or jackknifed 
position. 


8. The peritoneum and the posterior 
sheath are closed with continuous No. 00 
chromic catgut. 

9. The rectus muscles are again checked 
for hemostasis, then purposely not su- 
tured. This allows better healing, as no 
foreign body is introduced; also, we con- 
sider it important not to insert a drain. 
We have reopened the same abdomens 
many times for repeat cesareans and 
noted good muscle healing. 

10. Anterior fascia approximation is 
the most important step in closure. We 
use No. 000 silk routinely, but we prefer 
No. 32 stainless steel wire for patients 
with carcinoma, irradiation, obesity or 
debility. Lateral angles are checked care- 
fully after closure, to obliterate any possi- 
ble space for subsequent hernia. We 
often find weak spots. 

11. Secarpa’s fascia is closed as a dis- 
tinct layer with No. 000 plain catgut. 

12. Skin closure is usually done with 
subcuticular No. 000 plain catgut. This 
gives an excellent cosmetic result, with 
no removal of sutures to annoy the patient. 
We have used subcuticular stainless steel] 
wire satisfactorily, but its removal annoys 
many patients. 

This technic is purposely detailed and 
may sound complicated. Actually it is 
easy to perform quickly, after the opera- 
tor breaks down his natural inhibitions 
-against a new procedure. It takes a few 
‘extra minutes to open the abdomen, but 
this time is easily made up by the excel- 
lent exposure of the pelvis. In difficult 
cases, with large tumors obstructing the 
pelvis, our total operating time is less 
than when we used the vertical incisions. 
Results.—During the six-year period of 
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study, 662 transverse incisions of the 
Maylard type were performed. In about 
20 per cent of the cesarean sections it was 
not necessary to transect the recti. 

The types of operations performed were 
as follows: 


Abdominal hysterectomy 220 
Pelvic laparotomy 144 
Radical pelvic operation 11 
Cesarean section 269 
Operation for ectopic pregnancy 18 

Total 662 


After brief indoctrination, all operating 
surgeons agreed that the transverse in- 
cision was ideal for low cesarean section, 
with few exceptions. 

We were impressed with the ideal ex- . 
posure for removing large tumors and 
for operations involving the lateral pelvic 
walls. This wide exposure was most 
helpful in radical pelvic operations; as has 
been mentioned by Schmitz,’ Brewer,!* 
and Taylor.’* We used this incision ideal- 
ly for pelvic exenteration and Bricker 
pouch formation, performed by a surgical 
team (gynecologist, urologist and proctol- 
ogist). 

No complications were encountered that 
could be attributed to the type of incision. 
No large hematomas or serious wound 
infections were observed. No hernias oc- 
curred. One evisceration occurred on the 
third postoperative day, in an obese clinic 
patient who “went bad” during a difficult 
procedure, requiring rapid closure. At 
reclosure we discovered many untied silk 
sutures and accomplished a repair with 
wire, and recovery was uneventful. 

Patients who had previously had ver- 
tical incisions expressed considerable pref- 
erence for the transverse because of the 
lessened pain and the better cosmetic 
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EPIGASTRIC 
VESSELS 


Fig. 5.—Ligation of inferior epigastric vessels. 


Fig. 6.—Incision of peritoneum. 


result. One patient had undergone 3 ver- 
tical incisions for cesarean section and has 
since had 3 more by transverse incision. 


COMMENT 


There are three types of transverse in- 
cision: Pfannenstiel’s, Cherney’s and 
Maylard’s. One must be specific in dis- 
cussing them, for each has its definite 
characteristics. 

We chose the Maylard incision because 
it results in better exposure and less ad- 
hesions than does Pfannenstiel’s and pro- 
vides better access to associated abdomi- 
nal maneuvers than does Cherney’s. It 
is easier to extend laterally. 

Certain disadvantages of transverse in- 
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cisions were frequently mentioned in 
response to our questionnaire. We should 
like to negate some of these criticisms by 
citing our experiences with the Maylard 
incision. 

1. Inadequate exposure was frequently 
mentioned. This must refer to the Pfan- 
nenstiel incision. Actually, we found 
exposure ideal and a considerable help 
in removing huge tumors. 

2. “Transverse incision takes longer,” 
was a common criticism. This is true of 
opening the abdomen. The total operat- 
ing time, however, was the same, or some- 
times less, with the transverse incision, 
especially in a deep pelvis. 

3. “More bleeding in the transverse” 
was often noted as a disadvantage. We 
never observed a significant increase in 
actual blood loss. The tissues were more 
vascular, but this should facilitate wound 
healing. 

4. Several gynecologists said that these 
wounds were more difficult to treat when 
they became infected. We cannot answer 
this criticism, as no serious wound infec- 
tion occurred in our series. Many of these 
laparotomies, however, were done for pel- 
vic inflammatory disease. 

5. Some respondents said that drains 
are required more often with a transverse 
incision. Perhaps they referred to the 
oozing surfaces caused by stripping the 
fibrous septums between the rectus mus- 
cles and anterior sheath. We agree heart- 
ily with this opinion and therefore do not 
use the Pfannenstiel incision. No drains 


were used in our series, and no large 


hematomas or abscesses were noted. 

6. One surgeon observed 3 postopera- 
tive hernias in 20 operations with the 
Maylard incision and abandoned it in fa- 
vor of the Pfannenstiel and Cherney tech- 
nics. No hernias have occurred in our 
series yet, but it is only fair to say that 
we had heard this criticism of the Maylard 
incision before starting our study. Spe- 
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cial care was taken to prevent hernia by 
having the operating surgeon remain until 
the fascia was closed with permanent 
sutures, and then checking the outer 
corners for weak spots. We note them 
quite often. 

7. In several replies to the question- 
naire, evisceration was noted occasionally 
through a transverse incision. This ob- 
servation reiterates what Schmitz and 
Beaton! stressed in their study of wound 
disruption at Cook County Hospital, i.e., 
“No incision or suture material can give 
absolute assurance against wound disrup- 
tion.” 

8. A few surgeons considered the trans- 
verse incision undesirable for obese pa- 
tients. We particularly like a transverse 
incision for fat patients, as the fat pad 
can often be avoided by first tilting the 
patient into a moderate Trendelenburg 
position. 

9. Many stated that a previous vertical 
incision is a contraindication to using a 
transverse. We used a transverse in spite 
of any number of previous vertical inci- 
sions. This was done primarily for our 
own information. Now we do it whenever 
desired, because no serious disadvantages 
have been observed. If the previous verti- 
cal scar is quite wide, healing will be 
delayed where the transverse incision 
crosses it. 

10. “Vertical incision is easier and I am 
more used to it,” was a frequent comment. 
This is probably the main reason why the 
“time-honored” vertical incision is still 
preferred. Naturally, surgeons like to 
continue using the methods they are fa- 
miliar with. We too were all trained in 
vertical incisions but have been converted 
to the transverse. 


Contraindications.—We do not mean to 
imply that a transverse incision is the 
only one suited for gynecologic surgical 
procedures. Certainly there are situa- 
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tions, in which a vertical incision would 
be better : 

1. When extreme speed in opening the 
abdomen is of vital importance, e.g., the 
exsanguinated patient with an _ ectopic 
pregnancy, placenta praevia or abruptio 
placentae. 

2. For the patient with a large vertical 
defect, when one wishes to repair the 
abdominal wall vertically on closure. 

3. For the patient with an abnormal 
bleeding teridency, a purpuric state, afi- 
brinogenemia, etc. Here the avascular 
linea alba would be more ideal. 

Marchetti" stated, in his reply, “We try 
to individualize our cases and use each 
type about 50 per cent.” This seems an 
earnest attempt to make the incision fit 
the patient, rather than the reverse. 


SUMMARY 


Vertical incision is still preferred by 
most gynecologic surgeons in the largest 
teaching hospitals of the United States, 
as is shown by a recent questionnaire. 

Most of the criticisms cited against 
transverse incision were not found signifi- 
cant, in the authors’ series of 662 May- 
lard incisions. 

The technical performance of a Maylard 
incision is easily learned, even for those 
trained to use the vertical. One must 
have the courage to cut the recti and not 
resuture them. 

A few instances are cited in which a 
transverse incision may be contraindi- 
cated. 

Patients in the authors’ series preferred 
the comfort and cosmetic result of trans- 
verse incision, especially those who had 
had a vertical incision earlier. 

From personal experience in this six- 
year study of 662 patients, the authors are 
convinced that a true transverse incision 
of the Maylard type is nearest to the ideal 
for pelvic procedures. 
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In this day of surgical refinement, a 
pelvic surgeon should be versatile and use 
the technic best suited to his patient. The 
incision should fit the patient, rather than 
the patient the incision. 


ZUSAM MENFASSUNG 


Eine kiirzlich ergangene Umfrage er- 
gibt, dass die meisten gynadkologischen 
Chirurgen in den gréssten Lehrkranken- 
hausern der Vereinigten Staaten noch im- 
mer den vertikalen Einschnitt bevorzugen. 

An einer Serie von 662 Maylard-Schnit- 
ten haben sich die meisten gegen die 
Querinzision vorgebrachten Einwinde als 
nicht stichhaltig erwiesen. 

Die technische Ausfiihrung des May- 
iard-Schnittes lasst sich auch von denen, 
die in der Ausfiihrung vertikaler Schnitte 
ausgebildet sind, leicht erlernen, Man 
muss nur den Mut haben, die Rektusmus- 
keln zu durchschneiden und sie_ nicht 
wieder zusammenzuniéhen. 

Es werden einige wenige Falle ange- 
fiihrt, in denen eine Querinzision kontra- 
indiziert sein mag. 

Die Patientinnen aus der Serie der Ver- 
fasser, besonders die, bei denen vorher ein 
vertikaler Einschnitt vorgenommen wor- 
den war, gaben der Querinzision den Vor- 
zug, weil er angenehmer ist und gute 
kosmetische Resultate zeigt. 

Aus ihren eigenen Erfahrungen an 662 
innerhalb eines Zeitraumes sechs 
Jahren operierten Patientinnen sind die 
Verfasser zu der Uberzeugung gelangt, 
dass eine echte Querinzision der Maylard- 
schen Art dem Ideal eines Einschnittes fiir 
Beckenoperationen am nichsten kommt. 

Die Verfeinerung chirurgischer Arbeit 
in unseren Tagen erfordert, dass der 
Beckenchirurg vielseitig ist und die Tech- 
nik anwendet, die sich fiir die Patientin 
am besten eignet. Der Einschnitt muss 
der Patientin und nicht die Patientin dem 
Einschnitt angepasst werden. 
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trasversale non sono sembrate ragionevoli 
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RESUME 


Il ressort d’une enquéte récente que |’in- 
cision verticale est toujours encore pré- 
férée par la plupart des gynécologues des 
plus grands hdpitaux enseignants des 
Etats-Unis. 

La série des auteurs comprend 662 in- 
cisions selon Maylard et ils n’ont pu trou- 
ver probants la majorité des reproches 
faits a l’incision transversale. 

La technique de l’incision de Maylard 
est trés facile 4 apprendre, méme pour 
ceux entrainés 4 pratiquer l’incision ver- 
ticale. Il faut avoir le courage de sec- 
tionner les recti et de ne pas les suturer 
ensuite. 

Quelques cas sont cités, dans lesquels 
lincision transversale peut étre contre- 
indiquée. 

Les malades de la série décrite par les 
auteurs ont manifesté leur préférence pour 
lincision transversale, entre autres pour 
ses résultats cosmétiques surtout appréciés 
de celles qui avaient subi antérieurement 
une incision verticale. 

L’étude des auteurs s’étend sur six ans 
et comprend 662 cas. Ils sont convaincus 
que l’incision selon Maylard est la plus 
viennes. 

A notre époque de raffinement chirurgi- 
cal un gynécoloque se doit de faire preuve 
d’une grande souplesse dans le choix des 
méthodes et d’utiliser pour chaque malade 
la technique qui lui est la mieux adaptée. 
C’est l’incision qui devrait étre adaptée 
aux malades et non les malades qui dev- 
raint s’adapter a l’incision qu’on leur im- 


pose. 


RIASSUNTO 


Un recente questionario ha dimostrato 
che la incisione verticale e’ tuttora pre- 
ferita dalla maggior parte dei chirurghi- 
ginecologi che lavorano nei piu’ grandi 
ospedali clinici degli Stati Uniti, 

Tuttavia le critiche mosse alla incisione 
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all’autore che la ha praticata in una serie 
di 662 casi. La tecnica della incisione 
trasversale di Maylard si apprende facil- 
mente anche quando si e’ abituati alla 
incisione verticale. Si deve solo avere il 
coraggio di tagliare trasversalmente i retti 
e di non risuturarli. Vi sono solo pochi 
casi in cui la incisione trasversale e’ con- 
troindicata. 

Le pazienti preferiscono anche dal punto 
di vista estetico la incisione trasversale, 
specialmente quelle che hanno avuto gia’ 
una volta una incisione verticale. Secondo 
la sua esperienza, basata su uno studio di 
sei anni e su 662 casi, l’autore e’ convinto 
che la incisione trasversale secondo May- 
lard e’ quasi l’ideale per gli interventi sulla 
pelvi. In questo momento di raffinatezze 
chirurgiche il chirurgo pelvico deve essere 
versatile e usare la tecnica piu’ adatta alle 
malate. E’ la incisione che deve adattarsi 
al paziente e non il paziente alla incisione. 


RESUMEN 


Tal como se deduce de una encuesta 
reciente la mayor parte de los ginecdélogos 
en los mayores hospitales de ensefianza en 
los Estados Unidos siguen prefiriendo la 
laparotomia veritcal. 

La mayor parte de las criticas contra la 
incision transversal no tienen fundamente 
de importancia en relacién con uan serie 
de 662 incisiones de Maylard practicadas 
por el autor. La técnica de la incisién de 
Maylard es facil de aprender incluso para 
los practicos en la incisidn vertical. Se 
debe tener decision para seccionar el recto 
y no suturarlo después. 

Se citan una serie de casos en los que 
esta contraindicada la incisién transversal, 
Los enfermos tratados por el autor han 
preverido siempre la incisién transversal 
mas confortable y de mayor resultado 
estético especialmente cuando existia ya 
una cicatriz de una laparotomia vertical. 

De acuerdo con la experiencia del autor, 
de 662 operadas en 6 ajfios se llega a la 
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conclusién de que la incisién transversa, 
a la Maylard, es casi la ideal para las 
intervenciones en la pelvis. 

En estos dias de refinamiento quirtr- 
gico el cirujano debe saber adaptarse a 
cada circunstancia, La incisién debe ser 
la adecuada al enfermo, y no éste a la in- 
cision. 


SUMARIO 


A incisao vertical é aindapreferida por 
muitos ginecologistas nos maiores hospi- 
tais de ensino dos Estados Unidos ou como 
é mostrado por um recente questionario. 
Muitas das criticas citadas contra a in- 
ciséo transversa nao sao consideradas sig- 
nificativas r’uma serie dos AA. em 662 
incisdes de Maylard. 

A execucao tecnica da incisio de May- 
jard se aprende facilmente. Deve-se ter 
a coragem de seccionar os musculos retos _ 
e nao sutura-los. Poucas veses ha contra- 
proche de l’idéal parmi les techniques pel- 
indicacéo dainciséo transversa. Os doen- 
tes da autores preferem o conforto e os 
resultados cosmeticos da incisao trans- 
versa, especialmente aqueles que ja tinham 
uma incisao vertical. Acham que depois 
derealisar 662 incisoes em observacao por 
seis anos estao convencidos que uma in- 
cisdo de Maylard é o tipo mais proximo 
do ideal para as operacoes pelvicas. 

Presentemente o cirurgiao ginecologista 
deve ser bastante versatil para usar a in- 
ciséo que melhor convenha ao paciente e 
nao fazar o contrario. 
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Plastic and Reconstructive Surgery 


N the surgical treatment of deformities 

| of the upper lip resulting from bilat- 
eral clefts and their surgical closure, 
the cross-lip flap has been widely accepted. 
Fogh-Anderson! reviewed the history of 
the development of the procedure. Blair 
and Letterman? presented photographic 
evidence of its utility. Cannon* and 
Cannon and Murray? reported a modifica- 
tion of the classic procedure in which the 
apex of the flap is divided to improve 
symmetry. In their essay they remarked 
that New and Havens used a somewhat 
similar flap, varying only in that the 
“tails” were outlined in the lower lip. 


From the Department of Surgery, Tulane University School 
of Medicine, and the Owens-Meade Clinic, New Orleans. 

Read at the Twenty-Fourth Annual Congress of the 
North American Federation, International College of Sur- 
geons, Chicago, Sept. 18-17, 1959. 

Submitted for publication Jan. 11, 1960. 


An Expanded Y Cross-Lip Flap for Correction 
of Central Defects of the Upper Lip 


ROBERT J. MEADE, M.D., F.A.C.S., D.A.B. 
NEW ORLEANS, LOUISIANA 


An operation for repair of central 
defects of the upper lip by use of an 
expanded Y flap from the lower lip 
is described and illustrated. This is 
applicable particularly to defects 
resulting from repair of bilateral 
clefts in which part or all of the pro- 
labium has been discarded. The ad- 
vantages of the procedure are dis- 
cussed. 


Gillies and Millard’ showed a diagram of 
such a flap but did not discuss it. 
Experience with the double-tipped cross- 
lip flap during the past several years has 
revealed several advantages that contrib- 
ute to a satisfactory result. There are 
many variations in repaired bilateral 


clefts. Some have marked deficiences of 
vermilion, and in others the greater tissue . 
deficit is in the upper part of the lip near 
the base of the columella. This flap can 
be designed to fulfil the tissue require- 
ments of either or both. Inadequate nos- 
tril floors likewise can be repaired. The 
height of the lip can be adjusted by inci- 
sion or excision below the alar crura. 
Defects of the central part of the upper 
lip resulting from trauma or excision of 
carcinoma are readily repaired with this 
flap, varied as indicated by the require- 
ments. 

Of equal importance, particularly in 
double cleft repair, is the effect upon the 
lower lip. Owing to tightness in the upper 
lip and underdevelopment of the superior 
maxilla, the lower lip often protrudes ex- 
cessively. In the triangular excision the 
height of the lower lip is increased, and 
the eversion and protrusion may be little 
changed or even accentuated. With trans- 
position of the (V-Y) flap and closure, the 
height of the lower lip is easily controlled, 
and balance of the upper and lower lips 
produced. 
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Fig. 1 (see text). 


Diagrammatic drawings illustrate the 
procedure. Bilateral infraorbital blocks 
are done. The vermilion cutaneous ridges 
of the upper lip are marked on either side 
of the scar. Scar excisions are outlined 
(Fig. 1). The lip is carefully infiltrated 
with xylocaine combined with epinephrine. 
Sears are then excised through the full 
thickness of the lip, well into the nostril 
floors. If the segments of the lip are in- 
sufficiently retracted or are too short, 
incision along the alar crura will usually 
free them and provide sufficient length. 
When they are too long, a horizontal V 
excision in the same area may be done 
to shorten them. When these adjustments 
have been completed, the width of the 
defect is measured with a compass. The 
flap markings are laid off on the lower lip, 
one-half the width of the defect, in the 
upper lip, at the vermilion-skin ridge. 
The height of the upper lip at its center 
is influenced by the height of the lateral 
components but cannot be accurately 
determined. Usually this is 1 to 1.2 cm. 
from the upper border to the vermilion 
_skin-ridge. This is laid off in the center 
of the lower lip vertically from the ver- 
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Fig. 2 (see text). 


milion skin ridge to the apex of the 
inverted Y (Fig. 2). The lateral borders 
of the flap are usually marked off equi- 
distant from the midpoint of the lip (Fig. 
3). This can be varied, if the defect de- 
mands it, without altering significantly 
the manner of closure of the lower lip 
defect. The trunk and arms of the flap 
may be adjusted as the defect demands. 
Cutting of the flap is facilitated if the 
free margin is incised first. The distri- 
bution of the coronary vessels can be 
seen and the incision on the attached side 
governed by their locations with reference 
to the vermilion. Relatively deep place- 
ment of the vessels has been noted in 
some cases. Had dependence on the usual 


_ location of the vessels been relied upon, 


it is unlikely that sufficient blood supply 
would have been afforded to the flap. It 
may be that some of these flaps would 
survive as free composite grafts, but a 
reliable blood supply is certainly desirable. 

Approximation of the flap to the mar- 
gins of the defect is effected with 4-0 
or 5-0 chromic catgut through the 
mucosa and muscle and black 6-0 silk 
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Fig. 5 (see text). 


in the skin and vermilion (Fig, 4). No 
buried sutures are used in the upper lip. 
The minimum number of ligatures com- 
patible with adequate hemostasis is used. 

Similar closure of the lower lip is 
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Fig. 6 (see text). 


carried out, with the addition of one or 
two nylon sutures buried in the muscle 
(Fig. 5). 

At the vermilion border, approximation 
of the lateral margins to the flap may 


- 

Fig. 3 (see text). Fig. 4 (see text). : 
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Fig. 1 (see text). 


Diagrammatic drawings illustrate the 
procedure. Bilateral infraorbital blocks 
are done. The vermilion cutaneous ridges 
of the upper lip are marked on either side 
of the scar. Scar excisions are outlined 
(Fig. 1). The lip is carefully infiltrated 
with xylocaine combined with epinephrine. 
Scars are then excised through the full 
thickness of the lip, well into the nostril 
floors. If the segments of the lip are in- 
sufficiently retracted or are too short, 
incision along the alar crura will usually 
free them and provide sufficient length. 
When they are too long, a horizontal V 
excision in the same area may be done 
to shorten them. When these adjustments 
have been completed, the width of the 
defect is measured with a compass. The 
flap markings are laid off on the lower lip, 
one-half the width of the defect, in the 
upper lip, at the vermilion-skin ridge. 
The height of the upper lip at its center 
is influenced by the height of the lateral 
components but cannot be accurately 
determined. Usually this is 1 to 1.2 em. 
from the upper border to the vermilion 
skin-ridge. This is laid off in the center 
of the lower lip vertically from the ver- 
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Fig. 2 (see text). 


milion skin ridge to the apex of the 
inverted Y (Fig. 2). The lateral borders 
of the flap are usually marked off equi- 
distant from the midpoint of the lip (Fig. 
3). This can be varied, if the defect de- 
mands it, without altering significantly 
the manner of closure of the lower lip 
defect. The trunk and arms of the flap 
may be adjusted as the defect demands. 
Cutting of the flap is facilitated if the 
free margin is incised first. The distri- 
bution of the coronary vessels can be 
seen and the incision on the attached side 
governed by their locations with reference 
to the vermilion. Relatively deep place- 
ment of the vessels has been noted in 
some cases. Had dependence on the usual 


_ location of the vessels been relied upon, 


it is unlikely that sufficient blood supply 
would have been afforded to the flap. It 
may be that some of these flaps would 
survive as free composite grafts, but a 
reliable blood supply is certainly desirable. 

Approximation of the flap to the mar- 
gins of the defect is effected with 4-0 
or 5-0 chromic catgut through the 
mucosa and muscle and black 6-0 silk 
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Fig. 5 (see text). 


in the skin and vermilion (Fig. 4). No 
buried sutures are used in the upper lip. 
The minimum number of ligatures com- 
patible with adequate hemostasis is used. 

Similar closure of the lower lip is 
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Fig. 4 (see text). 


Fig. 6 (see text). 


carried out, with the addition of one or 
two nylon sutures buried in the muscle 
(Fig. 5). 

At the vermilion border, approximation 
of the lateral margins to the flap may 


Fig. 3 (see text). a he 
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Fig. 7 (see text). 


Fig. 9 (see text). 


Fig. 11 (see text). 
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Fig. 10 (see text). 


interfere with blood supply (Fig. 6). The 
lateral margin of the upper lip is sutured 
to the lateral margin of the lower lip to 
effect complete closure and prevent stran- 
gulation of the pedicle (Fig. 7). 

Supportive and protective dressings are 
applied over the wounds. A 1-inch 
(2.5 cm.) section of a No. 18 F polyethy- 
lene catheter is placed in each angle of 
the mouth to provide for feeding and an 
airway. 

Division of the pedicle is done fourteen 
to sixteen days after the first procedure 
(Fig. 8). Minor adjustment of the pedicle 
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margin is carried out at this time (Figs. 
9,10 and 11). Fig. 12, A and B, shows 
preoperative and postoperative conditions. 

Adjustment of the alar crura is often 
indicated. This is best done at a separate 
operation six to eight months after com- 
pletion of the cross-lip flap procedure. 

Mention has been made that the flap 
should be kept small, so that the scars will 
produce the semblance of a philtrum.* This 
is certainly desirable. The balance of 
the upper and the lower lip and the pro- 
duction of an adequate upper lip, how- 
ever, must take precedence. Sufficient 
looseness to permit comfortable accommo- 
dation of a denture must be provided in 
many patients. The flaps do stretch, ow- 
ing to the pull of the lateral musculature. 
If insufficient tissue is provided, the lip 
becomes thin and balance is lost, 


RESUMEN 


Se presenta en este trabajo una opera- 
cién para la reparacion de defectos cen- 
trales del labio superior, valiéndose de un 
colgajo de labio inferior en forma de Y. 
Este proceder es particularmente aplicable 
a los defectos resultantes de tratamiento 
quirirgico de heridas en el labio superior 
bilateral. Se extiende el autor sobre las 


ventajas de tal procedimiento. 


RESUME 


L’auteur présente une opération pour la 
réparation de défectuosités centrales de la 


Fig. 12 (see text). 
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lévre supérieure au moyen d’un lambeau 
en Y prélevé sur la lévre inférieure. Cette 
technique s’applique particuliérement aux 
défectuosités résultant de la réparation 
d’une fissure bilatérale ot le prolabium a 
été en partie ou totalement supprimé. Les 
avantages de cette technique sont discutés. 


SUMARIO 


Apresenta uma operacao para recon- 
struir as falhas centrais do labio utilisando 
um retalho em Y prolongado, Aplica-os 
especialmente aos defeitos da fissura bi- 
lateral nos quais parte ou a totalidade do 
prolabio foi abandonada, Discute as van- 
tagens désse método. 


ZUSAM MENFASSUNG 


Es wird ein Operationsverfahren zur 
Wiederherstellung von zentralen Defekten 
der Oberlippe mit Hilfe eines ausgedehn- 
ten Y-férmigen Lappens von der Unter- 
lippe beschrieben. Diese Technik eignet 
sich besonders zur Deckung von Defekten, 
die nach Operation einer doppelseitigen 
Hasenscharte entstanden sind, wo das 
ganze Lippenrot oder ein Teil desselben 
entfernt worden ist. Die Vorziige des 
Verfahrens werden eroértert. 
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HIVBEN Motilal came to us first in 
S 1955 with an extensive rodent ulcer 

which had destroyed the right eye, 
the eyelids, and part of the cheek and 
adjacent nose. Operation was performed 
on April 10, the whole mass being excised 
in one, leaving an extensive defect that 
included the entire orbit. A mould of 
dental compound was covered with a split 
skin graft of medium thickness, the edge 
of the defect being sutured to the graft, 
the sutures left long and subsequently 
tied over the mould. The mould was re- 
moved on the fifth day, revealing a perfect 
take. 

This procedure has great advantages. 
It is relatively simple, and it does not 
mask a recurrence as a full flap does. If 
after a year no sign of recurrence has 
appeared, definitive surgical reconstruc- 
tive procedures can be undertaken or a 
prosthesis made. 

I lost sight of this patient for two 
years, but she made it plain before leav- 
ing the hospital that she was well content 
with the result and had no intention of 


a the Salvation Army, Emery Hospital. 
Submitted for publication Oct. 8, 1958. 


The Indian Forehead Flap in Reverse 


H. W. WILLIAMS, M.D., F.R.C.S. (Edin.), F.I.C.S. 
ANAND, KAIRA, INDIA 


The forehead flap rhinoplasty is an 
ancient Indian operation, a modified 
form of which has wide applicability 
today. A case is presented in which 
the procedure was modified to pro- 
vide immediate lining and coverage 
of a large defect in a very old 
patient. 


submitting to a reconstructive operation. 
When she returned, in 1957, she had a 
recurrence limited to the nasal edge of 
the graft. She was treated with roentgen 
rays (6,000r over a period of twenty- 
eight days) ahd again disappeared for a 
year. 

When she returned, on August 31, 1958, 
there was a roughly circular hole, 1 inch 
(2.5 em.) in diameter. This was not ra- 
dionecrosis but recurrence. 

With the patient under general anes- 
thesia the growth was excised widely, 
including the bony margin on the upper 
and lateral edges. In view of the width 
of the hole and the thin grafted skin on 
the right side, my usual procedure—lining 
the defect by inverting marginal flaps— 
was not possible. The patient’s age (85) 
did not encourage me to raise a lined 
acromiothoracic pedicle, so a typical fore- 
head flap was raised and brought down 
with full rotation, so that the defect re- 
ceived an epidermal lining and the sub- 
cutaneous aspect of the flap was left ex- 
posed. A thick split skin graft was cut 
from the thigh and sutured over the whole 
area of exposed skull in the normal man- 
ner, but a piece was cut sufficient to cover 
the raw surface of the pedicle already 
sutured to the nose. This, graft “took” 
completely, and the pedicle was divided 
on the eighteenth day to complete the 
repair. 

The forehead flap rhinoplasty is one of 
ancient India’s contributions to modern 
surgery. The first reference to the pro- 
cedure in Western literature appeared in 
the Madras Gazette. In the eighteenth 
century in the original operation, no 
lining was provided, and the donor area 
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Fig. 1—Photograph taken in April 1955, ten days 
after excision of rodent ulcer and immediate split 
skin grafting. 


Fig. 3.—Photograph taken eleven days later. 

Repair completed; remainder of flap returned to 

forehead, with graft already consolidated in donor 
area. 
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Fig. 2.—Photograph taken in July 1957, showing 

forehead flap, pedicled and reversed, in nasal 

defect seven days after operation, showing com- 
plete “take” of split skin graft on flap. 


on the skull was left to heal by granula- 
tion. 

Rhinoplasty is a common plastic proce- 
dure in this part of India for a number 
of reasons: 

1. A husband may still mutilate his 
wife for infidelity. The husband lands in 
jail, but the humiliation of the woman is 
pitiable. 

2. Apart from rodent ulcers, partial na- 
sal destruction from syphilitic or pyogenic 
infection still occurs. 

3. Leprosy now provides many patients 
who, cured of the infection, could now 
return to normal life but for the severe 
nasal deformity that stigmatizes them. 

As performed here, the Indian flap is 
the procedure of choice because it is 
the simplest and quickest. In 63 opera- 
tions performed in this hospital in the 
past five years not one pedicle has been 
lost, and the series includes a number in 
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which the skin of the pedicle was already 
scarred from earlier operations. It has 
usually been possible to provide a lining 
by inverting the adjacent skin, and the 
pedicle, sutured over this, has a very good 
blood supply and has been divided as 
early as the tenth day. In this case delay 
to the eighteenth day was dictated by the 
precarious blood supply to the rotated 
flap not sutured to the skin but to the 
lining. One other variation has been in- 
cluded in the routine; the flap is actually 
pedicled, and this with grafting of the 
exposed skull, provides a dry, clean oper- 
ative site throughout. 

Cosmetically the result was surprisingly 
good, but a younger person might have 
preferred a postauricular graft at a later 
date to replace the split skin graft. 


SUMMARY 


The forehead flap rhinoplasty is an 
ancient Indian operation, in modified 
form, of wide applicability today. A case 
is presented in which the procedure was 
modified to provide immediate lining and 
coverage of a large defect in a very old 
patient. 


Author’s Note: My thanks are due to Captain 
K. Tutton, M.S.R., for the clinical photographs 
presented. 


ZUSAMMENFASSUNG 


Die Nasenplastik mit einem Hautlappen 
vom Vorderhaupt ist ein modifiziertes sehr 
altes Verfahren, das heute in grossem Um- 
fang angewandt wird. Es wird iiber den 
Fall eines hochbetagten Patienten berich- 


of the mind. 


The man who never alters his opinion is like standing water, and breeds reptiles 
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tet, bei dem die Methode mit gewissen Ab- 
wandlungen ausgefiihrt wurde, um eine 
sofortige Auskleidung der. Nase und die 
Deckung eines grossen Defekts zu erzielen. 


RIASSUNTO 


La rinoplastica con lembo frontale é un 
antico metodo indiano che tuttora gode di 
largo favore sia pure in forma modificata. 
Viene presentato un caso in cui si usd 
questo metodo per ricoprire una vasta per- 
dita di sostartza del naso in un vecchio. 


RESUME 


La rhinoplastie par lambeau frontal est 
une ancienne opération d’origine indienne 
qui, modifiée, trouve aujourd’hui une large 
application. Un cas est présenté, dans 
lequel la technique a été adaptée a la né- 
cessité de combler une lacune tissulaire 
chez un patient trés agé. 


SUMARIO 


O retalho frontal mediano, como antigo 
metodo Indiano é hoje de larga aceitacao. 
Apresenta um caso em utilisou esse metodo 
modificado para reparacéo facial em um 
velho doente. 


RESUMEN 


La rinoplastia con colgajo frontal es el 
clasico método indio, que no modificado 
sigue eimpeandose hoy dia con frecuencia. 
Se presenta un caso en el que el proce- 
dimiento, modificado, permitié6 reparar 


satisfactoriamente un defecto nasal muy 
extenso en una anciano. 


—Blake 
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Proctologic Surgery 


Repair of Postoperative Perineal Hernia 
Report of a Case 


JOHN I. PERL, M.D., F.A.C.S. 
CHICAGO, ILLINOIS 


describe an operative technic used 

in the repair of a large recurrent 
postoperative perineal hernia, as well as 
to present a brief discussion of the prophy- 
laxis and treatment of this relatively 
infrequent condition. 


Ta purpose of this paper is to 


REPORT OF A CASE 


J. W., a 56-year-old man, in 1954 underwent 
an abdominoperineal resection for a large 
ulcerating adenocarcinoma of the rectum. 
During the perineal phase of the operation 
the coccyx was longitudinally split and sub- 
sequently realigned with transversally placed 
catgut sutures. The perineal wound was 
packed with a Mikulicz type tampon of plain 
gauze in a polyethylene dam. The patient had 
attacks of vomiting and coughing during the 
first three days of the postoperative period, 
but the rest of his convalescence was unevent- 
ful. Fourteen weeks after the operation he 
resumed his janitorial duties. He was well 
and worked steadily until September 1956, 
when he was readmitted to Augustana Hospital 
for the repair of a large perineal hernia, 
which had gradually developed during the 
previous six months. His general condition 
was good. Since the operation he had gained 
weight, and his colostomy functioned well. 
The hernia was approximately 12 cm. in 
diameter, and on its dome there was a 2 by 
3 cm. ulceration. The hernial contents, evi- 
dently loops of bowel, were readily reducible. 
The patient’s only subjective complaints were 


From the Department of Surgery, Augustana Hospital, 
Chicago, Illinois. Partially supported by the Nelson M. 
Percy Research Foundation. 

Submitted for publication Feb. 5, 1960. 


A case of postoperative perineal 
hernia following the Miles operation 
for carcinoma of the rectum is re- 
ported. 

The cause of postoperative peri- 
neal herniation and the reasons for 
its relative infrequency are pre- 
sented. 

In accordance with Cattell’s rec- 
ommendation that the coccyx be 
preserved in situations demanding 
wide posterior exposure during pe- 
rineal resection, the longitudinal 
splitting of the coccyx and its subse- 
quent suture are suggested instead 
of coccygectomy. 

The use of bilateral musculofascial 
flaps from the gluteus maximus in 
the repair of postoperative perineal 
hernia is described with illustrations 
of the surgical procedure. 


that: “Things were dropping out below” and 
that he had a sensation of fullness when 
sitting or walking. 

Operation was performed on September 13. 
The ulcer, with an elliptic piece of skin from 
the dome of the hernia, 8 by 11 cm., was 
excised. The hernial sac was then opened. 
The herniated loops of small bowel were 
reduced, and the pelvis and lower part of 
the abdomen explored. No evidence of metas- 
tasis was observed, and the pelvic peritoneum 
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was closed with chromic catgut. The lateral 
rims of the hernial ring were then imbricated, 
two rows of No. 00 chromic mattress sutures 
being used. The skin was closed with inter- 
rupted silk. The patient made an uneventful 
recovery and resumed employment. Four 
months later the hernia recurred; it became 
so large that sitting was difficult and walking 
cumbersome. 

The patient was readmitted to the hospital 
on Sept. 8, 1957, for hernial repair. The 
electrocardiogram, blood pressure, urine and 


Fig. 1—Perineal hernia, showing bulge size of 
small grapefruit. 


Fig. 2.—I-shaped incision (see text). 
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serologic values were normal. The nutritional 
condition was excellent. The colostomy was 
functioning well. No abnormalities were 
observed except the hernia in the posterior 
perineal area. The hernial bulge, which 
promptly appeared when the patient assumed 
the standing position, was the size of a 
small grapefruit (Fig. 1). It reduced spon- 
taneously when the patient lay prone. Opera- 
tion was performed on September 10, with 
sodium-pentothal and nitrous oxide anesthesia. 
With the patient in the prone jack-knife posi- 
tion, an I-shaped incision was made over the 
hernia in which the vertical bar of the I was 
in the midline, the lower horizontal bar at 
the gluteal folds and the upper horizontal 
bar at the level of the sacrococcygeal juncture 
(Fig. 2). Two lateral skin flaps with under- 
lying adipose tissue were developed, with 
exposure of the hernial ring and the medial 
half of the gluteus maximus on each side. 
The hernial sac was then opened; no ad- 
hesions were found between the sac and the 
bowels. The hernial ring was ovoid, longer 
in the sagittal diameter, wider posteriorly 
and narrower anteriorly behind the prostate 
gland. It admitted the examining hand in 
the accoucheur position. The pelvis and lower 
part of the abdomen were explored. No 
masses or enlarged lymph nodes suggestive 
of metastasis were noted. The sac was ex- 
cised and the peritoneum imbricated with two 
rows of interrupted silk sutures. A musculo- 
fascial flap was then raised from the left 
gluteus maximus in such a manner that its 
pedicle was based on the left side of the 
hernial ring. The flap was then rotated 
medially (like turning a page) to cover the 
defect in the pelvic floor, and, with closely 
placed mattress sutures of silk, was sewn to 
the right rim of the cicatricial hernia rim 
(Fig. 3). 

On the opposite side, from the right gluteus 
maximus, a similar broad musculofascial flap 
was developed with the base arising from 
the right edge of the hernial ring. This was 
turned over the first flap, and its edges were 
anchored with mattress sutures to the base 
of the left gluteal flap, including the under- 
lying hernial rim (Fig. 4). The skin was 


closed with interrupted silk sutures. The 
patient made an uneventful recovery. At the 
time of writing, twenty-eight months after 
the operation, he has a strony, tight, flat 
perineal area that does not bulge on coughing 
or pushing, even in a squatting position. 
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Closure of pelvic 
peritoneum 


Musculofascial flap 
ae of gluteus maximus m. 
Fig, 3.—Flap rotated medially to cover defect 
in pelvic floor and sutured to right “— of 
cicatricial hernial rim. 


Remaining portion of 
gluteus maximus m. 


Fig. 4.—Second musculofascial flap from the con- 
tralateral gluteus maximus is rotated, imbricated 
and sutured over first flap (see text). 


COMMENT 


The principle of wide excision of ma- 
lignant lesions, when applied in abdomi- 
noperineal resection for rectosigmoid car- 
cinoma, requires the sacrifice of some 
structural elements of the pelvic dia- 
phragm in addition to removal of the 
involved segment of the bowel. The pro- 
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cedure, although it greatly weakens the 
pelvic floor, still leaves segments of the 
pubococcygeus and iliococcygeus muscles 
attached to the coccyx. These structures, 
with their fascial coverings, remain as 
bridgeheads for the postoperative connec- 
tive tissue growth that fills the space 
previously occupied by the rectum. When 
the coccyx is also excised, however, the 
destruction of the pelvic floor is more 
nearly complete. The diameter of the 
otherwise huge wound is enlarged both in 
the transverse and the sagittal direction. 
Furthermore, the lateral walls of the 
cavity are deprived of the levator com- 
ponents that otherwise would remain in 
situ. between the pubic ramus and the 
arcus tendineus anterolaterally and the 
sacrococcygeal ligament and the coccyx 
posteriorly. 

Thus, removal of the coccygeal segment 
of the spine eliminates a pivotal structure 
of the pelvic outlet. As an analogy, 
damage to the pelvic diaphragm without 
the removal of the coccyx can be compared 
to the cutting out of segments of fabric 
from the canopy of an umbrella. The 
additional coccygectomy is comparable to 
destroying the whole central core of the 
umbrella, spokes, hub and fabric. 

With comparable weight and pressure 
bearing, similar defects in other parts of 
the body frequently result in hernia for- 
mation. The absence of this after perineal 
excision of the rectum has intrigued sur- 
geons interested in the subject. Even 
with thousands of operations performed 
annually for almost half a century, only 
a small number of postoperative perineal, 
coccygeoperineal, or sacroperineal hernias 
has been reported. Explanations offered 
for the infrequency of this type of hernia 
in spite of the severe structural insult to 
the pelvic floor include: (1) massive scar 
formation in the perineal wound,! and (2) 
light work, sedentary occupation or total 
disability during the postoperative sur- 
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vival period with little occasion for stress 
and strain that would increase intra- 
abdominal pressure.! It would seem rea- 
sonable to add to these the following ex- 
planations: 

3. Relatively long bed rest after the 
operation. 

4, The fact that, without a sphincter 
mechanism at the colostomy, intra-abdom- 
inal pressure cannot be increased with- 
out the risk of involuntary evacuation 
of the bowel. The resulting mental haz- 
ard of incontinence may discourage heavy 
physical work even in the otherwise able 
person. 

5. The truss effect of the buttocks, 
which, by their broadly apposed contact 
surfaces, support and brace the granu- 
lating perineal wound against the abdom- 
inopelvic pressure from above. During 
recovery from perineal resection—that is, 
until the large posterior cavity is obliter- 
ated with connective tissue and the skin 
has healed—an increased tone of the 
powerful lateral abductors of the _ ilio- 
femoral muscle group guards the wound 
edges against stretching and keeps the 
gluteal masses in apposition. 

On the other hand, the infrequency of 
these hernias could be only apparent. 
Cattell* encountered only 1 perineal hernia 
in 800, and T. E. Jones*® reported one 
hernia following 300 abdominal perineal 
resections. Hullsiek,‘ however, after 
roentgen examination of 41 patients on 
whom he had performed abdominoperineal 
resection for carcinoma, discovered 3 defi- 
nite postoperative perineal hernias. Thus, 
while the combined total of 1,100 cases of 
Cattell and T. E. Jones yields an occur- 
rence rate of postoperative perineal hernia 
of approximately 0.17 per cent, Hullsiek’s 
follow-up study with roentgen examina- 
tion indicates a much higher level, 7.3 per 
cent. 

Although, on the basis of the foregoing 
facts, one could question whether the 
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rarity of postoperative perineal hernias 
is actual or relative, there is little variation 
of opinion as to what type of prophylactic 
measures should be taken to prevent this 
postoperative complication. Cattell’s rec- 
ommendation? that the coccyx be preserved 
is generally accepted. In situations de- 
manding wide posterior exposure of the 
surgical field, the sagittal splitting of the 
coccyx and its subsequent suture, the 
procedure employed in our case can be 
substituted for coccygectomy. Even with- 
out removal of the coccyx, however, the 
anatomic arrangement of the pelvic floor 
is so disrupted that only the peritoneum 
can be utilized to wall off the abdominal 
cavity from the gaping perineal wound. 
Therefore, a meticulous suture of the pel- 
vic peritoneum at the conclusion of the 
abdominal phase of resection is the most 
important preventive step available. The 
sutured peritoneum seals off rapidly, and 
the endopelvic fascia—that is, the sub- 
peritoneal areolar tissue, especially if 
supported from below by correctly placed 
packing—soon becomes transformed into 
a thickened, fibrinous exudate and fibro- 
blast-filled structure that will hold, unless 
exposed to the powerful and sudden 
thrusts of frequent coughing and vomiting, 
as occurred in the case here reported. The 
packing of the large posterior cavity with 
gauze was, and still is, a preferred proce- 
dure with a number of surgeons.‘ Orig- 
inally it was intended not only to provide 
counterpressure upon the walls of the 
cavity in order to reduce and absorb oozing 
but, by the use of iodoform or vioform 
gauze, to retard bacteria! growth and keep 
the wound open until its deeper parts were 
gradually obliterated by granulation tis- 
sue. Since the advent of antibiotics, it 
seems that less importance is given to the 
packing of the perineal wound. Its omis- 
sion, with the tendency toward early 
ambulation, could be a contributing factor 
in the development of hernias, particularly 
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in patients who have a low fibroblastic 
response. In this respect it is perhaps 
appropriate to recall that the regenerative 
growth behavior of the connective tissue 
has a genetically predetermined pattern, 
with a significant range of variations not 
only in different persons but in different 
parts of the body of the same person. This 
inherited tendency may produce in one 
patient rapid, abundant fibroblastosis with 
a subsequent strong, massive cicatrix, and 
in another patient only a scanty amount 
of connective tissue growth that yields a 
weak, thin, atrophic scar. Thus, while 
early ambulation of a patient with a poor 
fibroblastic response might not weaken a 
well-closed abdominal wound with its 
peritoneal, musculofascial and cutaneous 
rows of sutures, it still might precipitate 
herniation along the sole pelvic peritoneal 
suture if the latter lacks the bracing of 
the exudate-filled retroperitoneal “areolar” 
tissue and the support of perineal packing. 
As to other prophylactic steps during the 
postoperative period, the unclamping of 
the colostomy before distention develops 
and the control of coughing and vomiting, 
are standard measures to be mentioned. 
With regard to treatment, it seems that 
the relatively short life expectancy after 
resection of rectal carcinoma probably has 
had a restraining influence both on the 
frequency and on the extent of surgical 
repair of postoperative perineal hernias. 
The available literature indicates that 
most of the operations consisted of ex- 
cision of the sac, suture of the peritoneal 
defect, sewing together of the hernial ring 
whenever this was possible, and closure of 
the skin; a relatively small intervention, 
which probably sufficed for those with a 
poor prognosis.” With safer and better 
anesthesia, with more effective pre- and 
postoperative management, by the use of 
antimetabolites and antibiotics, and by 
broader employment of ionizing radiation 
to combat metastases, the prognosis of 
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rectal cancer is slowly improving and the 
surgical treatment of postoperative peri- 
neal hernia is also advancing from the 
former palliative phase into more pur- 
poseful procedures to secure better per- 
manent relief. As a result, isolated cases 
are now being reported in which interposi- 
tion of the uterus,? molded plastic,® tan- 
talum mesh,’ split skin graft,’ and broad 
pedicled musculofascial flaps® were used 
to close the hernial defect. 

Judgment of the relative merits of 
implantation of a foreign body between 
the peritoneum and the perineal skin, the 
main weight-bearing area in the sitting 
position, as compared to results obtained 
by the use of the split skin graft and 
musculofascial flaps, is conjectural in the 
absence of an adequate number of clinical 
cases. It stands to reason, however, that 
the method presented in this paper, 
namely, bilateral broad-pedicled musculo- 
fascial flaps imbricated over and sutured 
to the cicatricial hernial ring, should give 
stronger and more lasting support than 
a single musculofascial flap or a devi- 
talized split skin implant. The present 
status of the patient in the case here 
reported seems to encourage this assump- 
tion, since he has steadily worked as a 
janitor with no recurrence in twenty-eight 
months after recovery from the second 
perineal hernia repair. 


SUMMARY 


A case of postoperative perineal hernia 
following the Miles operation for car- 
cinoma of the rectum is reported. 

1. The cause and reasons for the relative 
infrequency of postoperative perineal 
herniation are presented. 

2. In accordance with Cattell’s recom- 
mendation that the coccyx be preserved 
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in situations demanding wide posterior 
exposure during perineal resection, the 
longitudinal splitting of the coccyx, with 
its subsequent suture is suggested instead 
of coccygectomy. 

3. The use of bilateral musculofascial 
flaps from the gluteus maximus in the 
repair of postoperative perineal hernia is 
described, with illustrations of the sur- 
gical procedure. 


RESUME 


Un cas de hernie périnéale postopéra- 
toire aprés une opération de Miles pour 
carcinome du rectum est décrit. 

Les causes et la rareté relative des her- 
nies périnéales postopératoires sont ex- 
posées. 

Conformément a ja recommandation de 
Cattell de préserver le coccyx dans les cas 
exigeant une large exposition durant la 
résection périnéale, l’auteur propose la di- 
vision longitudinale du coccyx suivie de sa 
suture, méthode préférable 4 une coccygo- 
tomie. 

L’utilisation de lambeaux bilatéraux de 
fascia du grand fessier pour la réparation 
des hernies périnéales postopératoires est 
décrite, avec des illustrations de la tech- 
nique chirurgicale. 


ZUSAM MENFASSUNG 


Es wird iiber einen Fall eines postopera- 
tiven Dammbruches nach Ausfiihrung der 
Milesschen Operation wegen Mastdarm- 
krebses berichtet. 

Die Ursache und das verhaltnismassig 
seltene Vorkommen des postoperativen 
Dammbruches werden erklart. 

In Ubereinstimmung mit Cattell, der in 
Fallen, die bei perinealer Resektion eine 
weite hintere Freilegung erfordern, die 
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Erhaltung des Steissbeins empfiehlt, wird 
an Stelle der Steissbeinresektion die 
Langsspaltung und anschliessende Zusam- 
mennahung des Knochens vorgeschlagen. 

Die Verwendung beiderseitiger Muskel- 
faszienlappen vom Glutaeus maximus bei 
der Wiederherstellung des postoperativen 
Dammbruches wird unter Beifiigung von 
Illustrationen des chirurgischen Vorgan- 
ges beschrieben. 


RESUMEN 


Se trata de un caso de hernia perineal 
postoperatoria consecutiva a una opera- 
cién de Miles por un carcinoma rectal. Se 
expone una serie de razones en relacién 
con la poca frecuencia de esta herniacién 
perineal postoperatoria. De acuerdo con 
el consejo de Cattell de conservar el coxis 
en los casos que requieren amplia exposi- 
cién al tiempo de la reseccién perineal 
propone el autor la seccion longitudinal de 
dicho hueso y la sutura subsiguiente en 
vez de la coxizectomia. Finalmente se 
describe con varias ilustraciones el uso de 
colgajos musculofaciales del gliteo mayor 
para la reparacién de la hernia perineal 
postoperatoria. 
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The very surroundings in which he works in the surgical wards must necessarily 
influence profoundly one whose mind is practical rather than philosophic and whose 
choice of medicine was not the inevitable result of a spiritual urge. The medical 
ward is as cheerful as planned environment and the constant efforts of sisters and 
nurses can make it. Human kindness shines in the mutual help and sympathy of 
the sick; but the patients are ill, not transiently, but for long periods. Some battle 
their way to health, some are slowly brought to a condition of tolerable equilibrium, 
to lapse all too soon after they leave hospital, very many are suffering from incurable, 
progressive, and often painful diseases. . . . 

The surgical ward, on the other hand, is cheerful, happy, often boisterous. The 
patients are for the most part healthy men and women, whose useful life has sud- 
denly been interrupted by some crisis, some accident or grave infection. The course 
of action is clear, the treatment definite and immediate, and when it has been effected 
the crisis is past. The sick man starts to improve and knows that he is getting better. 
Day by day he sees the time coming nearer when he will be back at his job and 
living in the old happy surroundings of his home. Overworked, perhaps, and under- 
fed in the past, he revels in the plentiful diet and unaccustomed rest, enjoying them 
all the more because they bring him back to health. He rejoices himself, and 
makes it his duty to reassure the fresh arrival, and to cheer the despondent neighbour 
with good-humoured chaff. 

—Ogilvie 
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Davis in January 1929, in which he 

described his method of treatment of 
compression fractures of the spine, it has 
been our impression that there is a general 
tendency to treat more and more fractured 
vertebra! bodies without manipulative re- 
duction and without immobilization. Be- 
cause of this impression we undertook the 
study of all stable dorsolumbar traumatic 
compression fractures in patients ad- 
mitted to the Fracture Service of the 
Rhode Island Hospital from 1953 through 
1957. The analysis of our cases consists 
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S INCE publication of a paper by A. G. 


The authors present a study of 159 
cases of stable traumatic compres- 
sion fracture at the Rhode Island 
Hospital in Providence from 1953 to 
1959. The series is analyzed as to 
age, sex, nature of injury, vertebral 
body involved and treatment. A 
comparison is made of results ob- 
tained by reduction and immobiliza- 
tion and those obtained by treatment 
without reduction and with no sup- 
port on the minimum support re- 
quired. 


of a breakdown into age, sex, occupation, 
cause of injury, type of treatment used in 
all the cases and final results obtained in 


40 of the cases. Cases of unstable frac- 
ture, fracture-dislocation and pathologic 
fracture, as well as all cases in which there 
were concomitant lesions of the spinal 
cord, have been omitted from the study. 

Classification.—F ractures of the lumbo- 
dorsal vertebral bodies are classified by 
Watson-Jones both as to direction of vio- 
lence and as to stability. 

1. Direction of Violence: A. Wedge com- 
pression fractures. These result from 
falls from heights with the patient landing 
on his feet or buttocks, so that a vertical 
compression takes place. 

B. Comminuted fractures. These re- 
sult from heavy weights falling across the 
shoulders, forcing the spine into acute 
sudden flexion. 

C. Fracture-dislocations. These injuries 
are caused by sudden blows on the back, 
causing acute flexion of the spine and at 
the same time driving the upper part of 
the spine forward. 

2. Classification as to Stability: A. Sta- 
ble. This is the type in which there is 
no evidence of associated injuries, such 
as fracture-dislocation or fracture of the 
laminae, pedicles or spinous processes. 
There is no evidence of rupture of inter- 
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spinous ligaments or of the ligaments of 
the apophysial joints. 

B. Unstable. This is the type in which 
there is evidence of any combination 
mentioned under stable. For the sake of 
simplicity, we shall refer to the cases in 
which the patients were treated without 
reduction and without support or with a 
simple canvas support as treated by the 
functional method. Those treated with 
reduction followed by the use of plaster 
jackets or other types of immobilization 
will be referred to as treated by the 
nonfunctional method. 

Before proceeding to the analytic study 
of our cases, we should like to mention 
briefly a few points concerning the basic 
anatomic aspects of the spine, with partic- 
ular reference to the dorsolumbar region. 
As is known to all, the anterior longitu- 
dinal ligament runs along the front of the 
vertebral bodies, while the posterior longi- 
tudinal ligament runs on their posterior 


aspect. The anterior longitudinal liga- 
ment is much the stronger of the two. 
Each vertebra is separated from the one 
above and below it by the intervertebral 
disc, in the center of which is located the 


nucleus pulposus. The intervertebral disc 
forms about one-fourth of the total length 
of the spine from the first cervical to the 
fifth lumbar vertebra. The intervertebral 
disc serves as a shock absorber and is 
considered the basis of an adjustable ful- 
crum. In 1930, Calvay and Gallant re- 
ported that the intervertebral disc serves 
as the fulcrum of spinal movement. Prior 
to this time it was thought that motion of 
the spine took place largely at the articu- 
lar facets. The intervertebral disc is sel- 
dom ruptured in compression fractures of 
the bodies of the vertebrae. 

It must also be noted that the average 
dorsolumbar vertebra is made up of an 
anterior and a posterior component. The 
anterior component consists of the body, 
transverse processes and pedicles; the 
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posterior component, of the laminae and 
spinous processes. The anterior and 
posterior components articulate by the 
superior and inferior facets. In addition 
to the anterior and posterior longitudinal 
ligaments, other ligaments that serve to 
hold the vertebrae together include the 
ligamentum flavum and the interspinous 
and supraspinous ligaments. Many sturdy 
muscles also aid in maintaining the stur- 
diness of the vertebral column. Although 
each vertebra is made up basically of the 
same structures, there does exist a varia- 
tion of the vertebrae at different levels 
of the spine. It is important to bear these 
variations in mind, as it helps in treating 
fractures that occur at different levels. 


Historical Considerations Concerning 
Treatment.—Prior to 1929, the treatment 
of compression fractures of the vertebrae 
consisted essentially of prolonged bed rest, 
followed by the wearing of braces or casts 
for long periods. In 1929, as has already 
been stated, Davis published the famous 
paper describing his method of reduction 
of compression fractures by forced hyper- 
extension of the spine, with the patient 
under general anesthesia, and the applica- 
tion of long plaster shells. In his method 
of reduction Davis placed considerable 
emphasis on the great strength of the 
anterior longitudinal ligament, the ful- 
crum of the posterior spinal joints, the 
firm attachment of the intervertebral discs 
and the density and great resistance of 
the lateral masses. Davis’s method con- 
sisted of placing the patient on a suitable 
table and suspending and pulling his legs, 
with the knees partially flexed, until the 
pelvis cleared the table by several inches, 
and then applying a plaster cast extend- 
ing from the head to just above the knees. 

Shortly thereafter, Watson-Jones de- 
scribed his method of reduction of com- 
pressed vertebrae by placing the patient 
prone between two tables, allowing the 
dorsolumbar juncture to sag so that the 
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spine would be in hyperextension and then 
applying a plaster cast. At about the 
same time, W. A. Rogers described the use 
of an extension frame for the reduction 
of vertebral fractures. Also at about the 
same time, Baker described his method of 
gradually reducing the compression on a 
specially constructed frame. This was 
followed by Webb’s paper, published in 
1933, in which he described the use of a 
reverse Gatch bed in the treatment of 
these types of fracture. Later, a few 
other types of hyperextension frames were 
reported as used to accomplish a rapid 
reduction of the fracture, followed by the 
immediate application of a hyperextension 
plaster jacket with the patient’s spine in 
the hyperextended position on the frame. 
Early ambulation, with the patient’s spine 
maintained in hyperextension by a plaster 
jacket, was allowed. Still later, some 
orthopedists began using the Jewett or 
Baker hyperextension braces instead of 
plaster jackets. By the middle 1940’s the 
pendulum began swinging away from the 
long wearing of cumbersome braces and 
hyperextension plaster jackets, as it was 
becoming obvious to some students of this 
type of injury that prolonged immobiliza- 
tion was conducive to stiffness and mus- 
cular atrophy resulting in limited motion 
and pain. Early ambulation without re- 
duction and without support but with 
early muscle exercise and other forms of 
physical therapy were tried, with sur- 
prisingly good results, 

In 1945, E. A. Nicoll in England re- 
ported his results in treating compression 
fractures in coal miners without reduc- 
tion and without support. The type of 
treatment advocated by Nicoll consists of 
putting the patient to bed for one to three 
weeks with a pillow behind the back but 
with no attempt to immobilize the spine 
in any way or to maintain any reduction 
that may be accomplished. After the 
acute pain has subsided, the patient turns 
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on his abdomen and practices extension 
exercises. This is followed by more in- 
tensive exercises, which are done in either 
a physical therapy department or a gym- 
nasium. Nicoll’s patients generally re- 
covered sufficiently to be able to return 
to work in two to three months. 


Reasons for No-Reduction, No-Immobi- 
lization Type of Treatment.—The advo- 
cates of this type of treatment offer the 
following reasons as to why they favor 
this form of treatment: 

1. Good functional results are generally 
obtained with compression fractures of 
the dorsal portion of the spine, in spite 
of the fact that these fractures cannot be 
reduced because of their anatomic location 
and their construction. 

2. Initially good reductions of low 
dorsal and lumbar compression fractures, 
as shown in roentgenograms, are not 
maintained, according to late roentgeno- 
graphic studies. In this type of case it 
has been noticed that the fracture has a 
tendency to return to the position of orig- 
inal compression. 

3. When late pain makes its appearance, 
the compressed vertebral body is not 
necessarily the cause of the pain. While 
it is true that the severely compressed 
vertebra could cause stress on its imme- 
diate bony anatomic adjuncts, the pain, 
more often than not, is due to fibrosis 
leading to stiffness. 

4, If fibrosis, contracture and/or stiff- 
ness can be prevented, the facets, the 
longitudinal ligaments and the interver- 
tebral discs can adapt themselves to the 
compression well enough to prevent the 
development of pain. 


Rhode Island Hospital Cases.—During 
the years from 1953 through 1957, 159 
patients with traumatic stable compres- 
sion fractures were admitted to the Frac- 
ture Service of the Rhode Island Hospital. 
Eighty-seven of these were private pa- 
tients, and 72 were service admissions. 


i 


Sixty-eight were male and 91 female. The 
eldest patient was a 94-year-old woman 
who had fallen down a staircase; the 
youngest was a 12-year-old boy who had 
fallen 30 feet from a tree, landing on his 
feet. Table 1 shows the number of pa- 
tients treated in the various age groups. 
It is to be noted that the largest number 
of patients falls in the age group between 
60 and 79 years of age, the total number 
being 78. 

Occupations: Many types of occupation 
are represented by those who entered our 
hospital for this particular type of injury. 
The largest number of patients with com- 
pression fractures of the lumbodorsal por- 
tion of the spine were housewives, who 
numbered 60. The next largest group 
were white-collar workers, who number 
24. Laborers fell into the third largest 
group, which contained 20 patients. The 
remainder were engaged in miscellaneous 
occupations (Table 2). 

Etiologic Factors: With regard to the 
cause of the injury, 24 of our patients 
stated that they had had a fall from 
varying heights, landing on their feet, 
while 19 had fallen from varying heights 
but landed on the buttocks. Fifty-three 
stated that they had fallen as a result of 
tripping or slipping and had landed on 
the buttocks. Two had fallen from heights, 
landing on their backs. Four patients had 
fallen while walking, landing on their 
backs, and in 14 cases the injury had 
resulted from motor accidents. We had 34 
patients who stated that they had fallen 
down stairs, but they did not know exactly 
how the injury to the back had taken place 
during the fall. Seven reported severe 
pain in the back while doing heavy lifting 
in a stooped position. One patient had 
been in a plane crash, and another had 
been injured while tobogganing. 

Hospitalization Stay:—As to the length 
of the stay in the hospital, our patients 
where hospitalized for a total of two thou- 
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TABLE 1.—Age Incidence 


Age Group No. of Cases 
10-19 
20-29 8 
30-39 11 
40-49 18 
50-59 23 
60-69 38 
70-79 40 
80-89 14 
90-100 3 
Total 159 


Occupation No. 
Housewife 60 
White-collar workers 24 
Laborer 20 
Carpenter 4 
Truck driver 4 
Maintenance 4 
Nurse 4 
Teacher 4 
Domestic 4 
Miscellaneous 31 
Total 159 
sand, seven hundred and _ ninety-eight 
days. The shortest stay was two days; 


the longest, sixty-three days and the aver- 
age seventeen days. 

Type of Treatment Used: All patients 
were put to bed for varying periods, de- 
pending upon the type of treatment to be 
used. Fifty-eight were treated initially 
with flat bed rest for five to ten days, at 
the end of which time the reverse Gatch 
bed treatment was started, the patients 
eventually being allowed up and about 
wearing a Taylor back brace. Fifteen 
patients were treated by means of bed 


TABLE 2.—Occupations of Patients 
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TABLE 3.—Type of Treatment 


Bed rest, Gatch bed and Taylor back brace 58 


Bed rest and plaster jacket 15 
Bed rest, extension frame and plaster jacket 16 
Bed rest, Gatch bed and plaster jacket 30 
Bed rest and canvas support 11 
Bed rest 29 

Total 159 


TABLE 4.—Vertebrae Involved 


12th dorsal 43 cases 
11th dorsal 24 cases 
1st lumbar 49 cases 
2d lumbar 22 cases 
4th lumbar 22 cases 
3d lumbar 19 cases 
5th lumbar 10 cases 
Fracture of a single vertebra 107 cases 
Multiple fractures 52 cases 


rest followed by the application of a 
plaster jacket without any previous at- 
tempt at reduction of the fracture, and 
16 others, after an initial period of bed 
rest, were put on Goldthwait extension 
frames, and after sufficient reduction had 
been obtained a plaster jacket was applied. 
Thirty were treated by means of reduction 
on a reverse Gatch bed followed by immo- 
bilization in extension in a plaster jacket. 
Eleven were treated by initial bed rest fol- 
lowed by the application of a canvas 
lumbosacral support. No attempt was 
made to obtain reduction in these patients. 
Twenty-nine other patients were treated 
by means of bed rest without reduction 
and were allowed to be up and about with- 
out support as soon as the acute pain had 
subsided. None of our patients underwent 
reduction of the compressed vertebra 
under general anesthesia. 
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It is to be noted that in 40 of our pa- 
tients no attempt at reduction was made, 
although a canvas support was used for 
11. In 29 cases no reduction and no sup- 
port was used. 

Vertebrae Involved: As to the verte- 
brae involved in the dorsal region, the 
twelfth dorsal vertebra was fractured in 
43 instances and the eleventh dorsal ver- 
tebra in 24. Fractures of the remaining 
dorsal vertebrae are listed in Table 4. 

In the lumbar region, the first lumbar 
vertebra was fractured in 49 cases, this 
particular vertebra being the one most 
frequently involved, while the second and 
fourth lumbar vertebrae were fractured 
in 22 cases each. The third and fifth 
lumbar vertebrae, respectively, were frac- 
tured in 19 and 10 cases each. 

One single vertebra was fractured in 
107 of our cases. In the remaining 52 
there were multiple fractures, ranging 
from two to nine vertebrae (1 case). 

Symptoms and Signs: All of our pa- 
tients complained of pain in the back. 
Forty-two also complained of abdominal 
pain. One hundred and forty-nine had 
tenderness on palpation in the general 
region of the fracture, while in 10 no 
tenderness was elicited. Erector spinae 
spasm, ranging in severity from minimal 
to severe, was present in 157. Two pre- 
sented no evidence whatever of muscle 
spasm. Twenty-five had some rigidity of 
the abdomen. Fifteen presented mild dis- 
tention of the abdomen, and in 2 real ileus 
actually developed (Table 5). 

As has been stated, all patients with 
severe lesions of the spinal cord were 
excluded from this study; 4 of our pa- 
tients, however, had diminished sensation 
to pinprick in one or both feet; 4 had 
hyperactive knee or ankle reflexes; 19 had 
hypoactive knee or ankle reflexes, and 4 
had a positive Babinski sign. 

Follow-Up Studies.—A serious attempt 
was made to bring back for reexamination, 
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in August 1959, as many of the surviving 
patients as possible. Unfortunately we 
were successful in bringing back only 40 
patients for clinical and roentgen reexam- 
ination. Of this group, 25 had been 
treated with initial bed rest, reduction by 
one method or another and immobilization 
by different methods. The remainder had 
been treated by the nonreduction method. 
The latter group included all cases in 
which reduction was not attempted, but 
some of whom were fitted with canvas 
supports when allowed out of bed. In 
reviewing the hospital records of these 
40 patients it was learned that those 
treated by the functional method had re- 
mained in the hospital an average of nine 
days less than had those treated by the 
nonfunctional method. 


Final Height of Vertebrae: Of the 25 
patients treated by reduction and immo- 
bilization, 21 showed a return of the 
fractured vertebra to the original degree 
or compression. In these cases, loss of the 
reduction was complete two years or more 
after reduction. Three of the patients in 
this group showed maintenance of the 
reduction, while 1 actually showed a gain 
of 0.5 cm. in the anterior height of the 
fractured vertebra three years after re- 
duction. Of the 15 patients treated by the 
functional method, 13 showed no change 
at all in the height of the involved vertebra 
when comparison was made to the original 
film. The remaining 2 showed a loss of 
0.5 em. in the height of the fractured 
vertebra. 


Pain: Of the 25 patients treated by re- 
duction and immobilization, 15 had no 
pain whatever; 6 had mild pain, and 4 
had moderate pain. This indicates that in 
this group, two or more years after the 
reduction, 40 per cent of the patients still 
had some degree of pain. 

In the group treated functionally, 11 
had no pain at all, 2 had mild pain and 
the remaining 2 had moderate pain. This 
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would seem to indicate that approximately 
27 per cent of the patients treated by the 
functional method still had some pain two 
or more years after the injury. 

Back Supports: In the group treated 
by the nonfunctional method, 16 were not 
wearing any form of back support when 
examined in August 1959. Six stated that 
they wore canvas back supports; the re- 
maining 3 stated that they used metal 
back supports in order to get relief from 
pain. In the group treated by the func- 
tional method, 11 stated that they were 
not wearing any form of support in 
August 1959, while 2 were wearing a 
canvas support and the remaining 2 a 
metal support. 

Capacity in Work: In the group treated 
by the nonfunctional method, 20 patients 
had returned to their former occupations, 
while the remainder had changed their 
occupations to lighter forms of work. 

In the functional group, 10 had returned 
to their former work; 1 was doing his 
regular work but on a part-time basis 
because of advancing years, and the re- 
maining 4 had changed their occupations 
from heavy, laborious work to light forms 
of work because of back discomfort. This 
indicates that 80 per cent of those treated 
by the nonfunctional method had returned 
to their former work eight months to two 


TABLE 5.—Symptoms and Signs 


Back pain 159 
Back and abdominal pain 42 
Back tenderness 149 
No back tenderness 10 
Back muscle spasm 157 
No muscle spasm 2 
Abdominal rigidity 25 
Mild abdominal distention 15 
Tleus 2 


Changes in reflexes and sensation 


VOL. 34, NO. 1 


years after the injury. In the group 
treated by the functional method, about 72 
per cent had returned to their former 
work two to six months after the injury. 
In analyzing the working capacity of these 
two groups, it would seem that a larger 
group of those treated by the non-func- 
tional method returned to their former 
work; they were unable to resume this 
work, however, for a much longer period 
than those treated by the functional 
method. 

Nonworking Activities: All of the pa- 
tients in the nonfunctional group had 
returned to their former activities except 
15 who had given up playing football; 
another gave up swimming, and a third 
gave up bowling. In the group treated by 
the functional method, 13 had returned 
to their former full activities and 2 to 
limited activities. 

No attempt was made to test the degree 
of motion. It was our opinion that noth- 
ing was to be gained by doing this, since 
the patients were in such different age 
groups; also, the examiners had no yard- 
stick for comparison, as they had not had 
the opportunity to examine these patients 
prior to the original injury. Practically 
all of the patients who complained of re- 
sidual pain had some degree of muscle 
spasm, varying from mild to moderate. In 
these patients we found residual tender- 
ness over the involved fracture site in only 
3 cases. 


SUMMARY 


A study of 159 cases of stable traumatic 
compression fractures, in which the pa- 
tients were admitted to the Rhode Island 
Hospital in Providence, from 1953 to 1959, 
has been made. Of the 159 cases, 40 
patients were reappraised two to seven 
years after the initial trauma. 

A breakdown of the total number of 
patients admitted is made as to age, sex, 
nature of injury, vertebral body involved, 
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symptoms and signs presented and form 
of treatment used. In 40 cases a compari- 
son of the results obtained is made be- 
tween a group treated by reduction and 
immobilization and another group treated 
by no reduction, no support or minimal 
support. 

Conclusions:—1. Patients treated by 
the functional method remained in the 
hospital for a shorter period than did 
those treated by the nonfunctional method. 

2. Patients treated by the functional 
method returned to work sooner than did 
those treated by the nonfunctional method. 

3. In a large number of patients treated 
by the reduction-immobilization method 
the compressed fractured vertebra settled 
to the position of original impaction two 
to seven years after the original injury. 

4. The majority of the patients re- 
turned to their former occupations regard- 
less of the type of treatment chosen. 

5. In the lumbar portion of the spine, 
the first lumbar vertebra was injured most 
frequently, while in the dorsal segment 
the twelfth dorsal vertebra was the one 
most commonly injured. 


ZUSAMMENFASSUNG 


Es liegt eine Untersuchung von 159 
Kranken mit traumatischen Kompres- 
sionsfrakturen der Wirbelsiule vor, die 
von 1953 bis 1959 im Rhode Island Hospi- 
tal in Providence aufgenommen wurden. 
40 dieser Kranken wurden zwei bis sieben 
Jahre nach der urspriinglichen Verletzung 
einer Nachpriifung unterzogen. 

Die Gesamtzahl der aufgenommenen 
Kranken wurde nach Alter, Geschlecht, 
Art der Verletzung, beteiligtem Wirbel- 
kérper, aufgetretenen Beschwerden und 
Krankheitszeichen und nach Form der 
Behandlung eingeteilt. Bei 40 Kranken 


wurde ein Vergleich der Behandlungsre- 
sultate zwischen einer Gruppe, bei der 
Einrichtung des Bruches und Ruhigstel- 
lung angewendet worden war, und einer 
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anderen, bei denen keine Einrichtung des 
Bruches und keine oder nur geringe 
Stiitzung angewendet wurde, vorge- 
nommen. 

Schlussfolgerungen: 1. Die Kranken, die 
mit funktionellem Verfahren behandelt 
wurden, verblieben fiir einen kiirzeren 
Zeitraum im Krankenhaus als die, die mit 
nicht funktionellem Verfahren behandelt 
wurden. 

2. Die Kranken, die mit funktionellem 
Verfahren behandelt wurden, kehrten 
schneller zur Arbeit zuriick als die mit 
nicht funktionellem Verfahren behan- 
delten. 

8. Bei einer grossen Zahl von mit Ein- 
richtung des Bruches und Ruhigstellung 
behandelten Kranken heilte der Kompres- 
sionsbruch des Wirbels in der urspriing- 
lichen eingekeilten Stellung innerhalb von 
zwei bis sieben Jahren nach der Ver- 
letzung. 

4. Ohne Riicksicht auf die Form der 


durehgefiihrten Behandlung kehrte die 
Mehrzahl der Kranken zu ihren friiheren 
Beschaftigungen zuriick. 

5. In der Lendenwirbelséule war der 
erste Wirbel am haufigsten verletzt, in der 
Brustwirbelsaule der zwolfte. 


RESUME 


L’auteur présente les résultats de ]’étude 
de 159 cas de fractures par compression 
admis au Rhode Isiand Hospital, Provi- 
dence, de 1953 a 1959. Sur ces 159 cas 
quarante ont subi de nouveaux contrdéles 
de 2 a7 ans aprés |’accident. 

Une analyse est faite concernant la to- 
talité des malades hospitalisés quant a 
l’Age, au sexe, 4 la nature de la lésion, aux 
corps vertébraux impliqués, aux sympté- 
mes et aux signes présentés et a la forme 
de traitement appliquée. Dans 40 cas 
une comparaison est faite entre les résul- 
tats obtenus dans un premier groupe traité 
par réduction et immobilisation, et un 
autre groupe traité par réduction, sans 
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support ou avec un support léger. 

Conclusions: 

1. Les cas traités par la méthode fonc- 
tionnelle ont subi un temps d’hospitalisa- 
tion plus court que ceux traités par la 
méthode non fonctionnelle. 

2. Les malades traités par la méthode 
fonctionnelle ont pu reprer dre leur travail 
plus t6t que ceux trait. oar la méthode 
non fonctionnelle. 

3. Dans un grande nombre de cas trai- 
tés par la méthode de réduction-immobili- 
sation, la vertébre impliquée a retrouvé sa 
position initiale. 

4, La majorité des malades ont repris 
leurs occupations antérieures, quelle que 
soit la méthode de traitement choisie. 

5. Dans la région lombaire c’est la pre- 
miére vertébre lombaire qui était atteinte 
le plus souvent, alors que dans la région 
dorsale, c’est la 12@¢me vertébre dorsale 
qui était le plus souvent lésée. 


RESUMEN 


Se trata de un estudio sobre 1959 casos 
de fracturas traumaticas por compresi6n 
de la columna vertebraladmitidas en el 
Hospital de Rhode Island de Providencia 
de 1.953 a 1.959. De los 159 acsos cua- 
renta se presentaron de dos a tres anos 
después de ocurrido el trauma originario. 

De estos lesionados se ha hecho un 
estudio minucioso de la edad, sexo, tipo de 
lesién, cuerpo vertebral afectado, sintomas 
y forma de tratamiento. En cuarenta 
casos se pudo hacer una comparacion de 
los resultados obtenidosen un grupo tra- 


tado por reduccion e inmovilizacién y otro 


tratado sin reduccion y sin fijacién o prac- 
ticamente sin ella. 

Conclusiones: 1. Los lesionados tratados 
por el método funcional permanecen en el 
hospital un tiempo mas corto que los tra- 
tados por el procedimiento no funcional. 

2. Los tratados por el método funcional 
son los que antes pueden reanudar su tra- 
bajo. 
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3. En gran nimero de lesionados trata- 
dos por el método de reduccién e inmovili- 
zacion la vértebra fracturada se mantiene 
en la posicién original de impactacién dos 
a siete afios de ocurrido el traumatismo. 
La mayor parte de los fracturados se rein- 
corporan a su trabajo cualquiera que haya 
sido el tratamiento empleado. 

4. En la region lumbar la primera vér- 
tebra es la mas frecuentemente fractu- 
rada, siéndolo la doceava en la regién 
dorsal. 


SUMARIO 


Faz um estudo de 159 casos de fraturas 
por compresséo em que os doentes ad- 
mitidos no Rhode Island Hospital, de Pro- 
vidence, evoluiram de 1953 a 1959. Deoses 
casos 40 pacientes foram revistos de dois 
a sete anos apos o trauma inicial. Examina 
Os casos pelo sexo, naturesa dalesdo, corpo 
vertebral comprometido. Sintomas e sinais 
e forma de tratamento. Em 40 casos esta- 
belece uma comparacéo de _ resultados. 
Entre o grupo tratado pela reducaéo e imo- 
bilisagéo com outro sem reducéio e sem 
imobilisagao. 

Conclusées : 

1. Os doentes tratados pelo método fun- 
cional ficaram no hospital um _ periodo 
menor que os outros. 

2. Os tratados pelo processo funcional 
voltaram mais cédo ao trabalho, 


of indulging in the use of spirituous liquors, having taken fire and been consumed, 
is authenticated beyond the slightest doubt. . . . The celebrated Le Cat mentions a 
woman of Rheims, of the name of Millet, who was found consumed at the distance 
of two feet from her chimney; the room exhibited no appearance of fire, but of the 
unfortunate sufferer nothing was found except her skull, the bones of the lower 
extremities, and some vertebrae. 


The singular fact of persons, more especially individuals who were in the habit 
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8. Nos doentes tratados pela reducao- 
imobilisacao a vertebra fraturada retornou 
ao ponto de impactacéo 2 a 7 anos depois 


da lesao. 
4. A mioria dos doentes voltou ao ri- 


timo normal de trabalho em ambas as 
formas de tratamento. 

5. A primeira lombar foi mais atingida 
que as outras emquanto que a 12a. dorsal 
foi a mais comumente atingida nesse seg- 
mento. 
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Seccao em Portuguez 


Correcao Cirurgica do Mento Hipogeniotico 


(Surgical Correction of Deformity of the Chin) 


DAVID SERSON NETO, M.D., F.LC.S.* 
SAO PAULO, BRAZIL 


o Homem como o “animal com pro- 

jecao na frente do maxilar inferior,” 
essa entidade estrutural adquiriu impor- 
tancia do ponto de vista antropolégico com 
a descoberta do fdéssil-mandibula de La 
Naulette, em 1866. Sdbre tal achado, ex- 
pressou Boule’ nao haver duvida que a 
Ciéncia se defrntava com uma notavel 
descoberta, cujo “significado do ponto de 
vista de hierarquia morfologica no grupo 
dos Primatas, nao permitia discussao.” 
Broca‘ valorisou a descoberta, 4 ponto de 
afirmar ser a mandibula de La Naulette 
“o primeiro fato que fornecia um argu- 
mento anatdmico aos darwinistas e tam- 
bém o primeiro élo que fazia ligar o 
Homem ao macaco.” 

Cada novo aparecimento de fossil pri- 
mata, trouxe exaustivos estudos e polémi- 
cas, algumas até famosas, sdbre 0 enigma 
do mento e seu significado filogenético. 

Com o entusiasmo despertado pela iden- 
tificacao dos centros corticais da lingua- 
gem, por Broca, os estudiésos do assunto e 
principalmente os antropologistas passa- 
ram a atribuir a configuracao do mento 
como intimamente dependente da influén- 
cia da linguagem falada, e por consequén- 
cia elemento indicativo da evolucao das ra- 
cas. Alguns antropologistas foram ainda 
mais longe nessa ordem de idéias, rela- 


tome tenha Linneu! caracterizado 


*Encarregado do Servico de Cirurgia Plastica da Clinica 
Oto-Rino da Policlinica de Sao Paulo. 
Submitted for publication May 12, 1959. 


An anthropologic study of the chin 
is presented, with theories concern- 
ing its formation and a proposal for 
its anatomic delimitation. For de- 
formities that do not include maloc- 
clusive defects but present only 
cosmetic and psychic problems, the 
author uses osseous autogratts intro- 
duced by the oral approach. He has 
found the results gratifying, and the 
advantages of such grafts are out- 
lined. 


cionando a forma do mento a evolucao da 
inteligéncia. Porcdo saliente da face, tem 
importante papel na sua composicao har- 
monica, principalmente quando encarado o 
individuo, de perfil. 

O mento hipogenidtico ou fugidio da ao 
seu portador o chamado “perfil de passaro” 
ou de “‘peixe,’”’ que embora nao 0 afete or- 
ganicamente, provoca como é natural uma 


. serie de inibigdes e conflitos psiquicos, que 


interferem no seu comportamento social. 

A essencia dos fendmenos determinantes 
da estrutura do mento e consequentemente 
de sua forma permanece obscura, apesar 
do sem numero de teorias aparecidas. De 
uma maneira resumida cinco sao as mais 
importantes e plausiveis, tendo cada uma 
delas seus adéptos. 


A. Teoria de deslisamento.—Essa teoria 
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ae 


Fig. 1 


compléxa se baseia na “Fetalisations- 
theorie” de Bolk.* 

No homem, devido a retardo na saida do 
arranjo fetal, os elementos dentarios pare- 
cem crescer tao relutantemente, que a por- 
cao basilar da mandibula deslisaria ante- 
riormente, sob a parte alveolar. O deslisa- 
mento daria lugar ao mento. No simio ao 
contrario, uma aceleracéo no desenvolvi- 
mento dentario, estabeléce uma 
acentuada de téda a dentadura e o mento 
tornase ageniotico. 

Além das inimeras objecdes feitas a 
essa teoria quasi mistica e de ilagdes de 
idéias muito complicadas, é que, 0 procésso 
de deslisamento nao se compreende em 
tecido aposicional com é o caso do osso 
mandibular. 

B. Efeito da linguagem falada.—A ha- 
bilidade de falar, tem sido para muitos, 
intimamente relacionada ao destino do 
Homem. Engqanto Broca determina no 
neuro-cranio, o centro da fonacaéo, outros 
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visualisaram essa projecéo do ego, na 
forma do monto. 

Com o uso crescente, pela evolucdo, da 
palavra e afim de acomodar a lingua, pelas 
pressdes exercidas por essa sobre a sinfise, 
o mento ter-se-ia desenvolvido, enquanto 
que outras partes teriam sofrido involu- 
cdes. Varios dados anatémicos confirmam 
em parte, essa teoria. Cortes anatodmicos 
sagitais da lingua, na origem sinfisiana, 
mostram prolongamentos Osseos que vao 
desde sua ancoragem até a parede cortical 
externa do niento. O estudo radiolégico 
feito em macacos e no homem confirmam 
esse achado. Seria portanto o musculo 
genioglosso, o responsavel pelo desenvolvi- 
mento mentoniano. Realmente, no procésso 
evolutivo, partindo dos primatas “infe- 
riores” a lingua longa e chata parece ter 
cedido lugar 4 lingua humana convexa e 
encorpada. Mas, seria s6mente esse pe- 
queno musculo capaz de influenciar e re- 
modelar um osso relativamente espesso? 
Outro argumento parece afastar essa pos- 
sibilidade, é o do arranjo trabecular nota- 
velmente constante em téda a série ma- 
maliana, conforme observacao de Weiden- 
reich.* 

C. Efeito da acgdéo dos musculos da 
béca.—E ponto pacifico em Anatomia, a 
influéncia que certos musculos exercem 
sobre os 6ssos seja na sua forma global, 
seja sob a forma de relévos. Nao consegui- 
ram porém os AA, adéptos dessa teoria 
provar a contento a relacéo da forma do 
mento e a dinamica muscular da face. 
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Fig. 3.—Antes e a correcao cirurgica. Mento 
hipogenidtico devido 4 traumatismo sofrido em 
periodo de desenvolvimento. 


Fig. 4.—Estudo radiologico do caso da fig. an- 
terior, mostrando o enxerto dsseo. 
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Grunewald‘ estudando a acao dos muscu- 
los pterigoideos externos observou que a 
resultante da composicéo de fércas da 
atividade desses musculos se faz sentir na 
sinfise. Teria isso como consequéncia um 
reforco 6sseo na regiéo mentoniana. 

D. Retrusdo maxilar e Reducado. — 
Weidenreich* parte da premissa de que a 
mandibula ou mais propriamente o mento, 
é a resultante da coalescéncia de dois blo- 
cos embriogenicos, simétricos—‘“mentum 
osseum,” que avancando se poem em con- 
tacto em toda a altura da sinfise. A extre- 
midade superior (alveolar) teria projecao 
mais anterior, dando a idéia de quina de 
barco. 

Nos homideos, as partes anteriores 
sofreriam um proccésso de arredonda- 
mento formando um plano frontal. A me- 
dida que ésse encurvamento se torna maior 
as porcdes basais se afastam, permane- 
cendo um espaco vasio de forma triangu- 
lar, unido no apice superior. Afim de asse- 
gurar e reforcar a juncaéo haveria uma 
condensacao ossea formando a projecao do 
queixo. 

E. Teoria de adaptacdo.—DuBrul e 
Sicher* em 1954, revendo o problema, sao 
de opiniaéo que o mento nao pode ser enca- 
rado como elemento isolado na intricada 
evolugao que sofreu o organismo humano 
ao se adatar a posicéo erécta. Uma vez 
que o cranio vém sofrendo desde os Pri- 
matas, uma série de modificagées morfol6- 
gicas no afa de acompanhar essa posicao, 
havendo influéncia reciproca das estrutu- 
ras 6sseas, o mento também ter-se-ia ada- 


tado de médo a manter o equilibrio 


harmOnico e funcional da cabec¢a. 
Consideracgées Anatomicas.—Tracando- 
se duas linhas perpendiculares ao plano 
horizontal (Frankfort) tangenciando a 
primeira, a glabela e a outra partindo do 
ponto orbital (linhas de Izard e Simon), 
poderemos delimitar a posicao estética do 
perfil mentoniano. Normalmente, déve 
este se situar entre as duas linhas. Quando 
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o contorno do queixo se desenha para traz 
da linha frontal posterior estaremos na 
presenca do chamado “perfil de passaro” 
ou mento fugidio ou ainda micro ou hipo- 
genidtico (Fig. 1). 

Bolk* apresentou uma classificacgéo sim- 
ples. Baseouse no Angulo formado pelo 
plano frontal da sinfise com o rebordo in- 
ferior da mandibula. Assim, um Angulo 
menor de 90° é chamado eugenidtico maior 
ageniotico, e igual, mesogenidtico. Como o 
termo agenidtico significa o extremo 
maximo, s6 tedricamente encontrado, pre- 
ferimos adotar a expressao hipogenidtico 
(Fig. 2). 

Uma classificacéo bastante difundida é 
a de macro e micrognatias. O termo gna- 
thos refere-se porém, a mandibula como 
um todo e frequentemente envolve outras 
estruturas estando quasi sempre associa- 
dos problemas de oclusdo dentaria. 

Considerando o mento uma entidade in- 
dependente, para facilidade de estudo, pro- 
pomos sua definicgao anatOmica, baseados 
em alguns acidentes, e delimitando-o da 
seguinte maneira: partindo dos incisivos, 
dirigem-se para baixo, e para fora, duas 
incisuras chamedas por Klaatsch, de “im- 
pressio sub-incisiva” e por Virchow de 
“incuravatio-mandibularis,” que atingem 
o tuberculo mentoniano. Prolongando-se a 
trajetoria das incisuras até o rebordo in- 
ferior da mandibula e, levantando desses 
pontos, duas perpendiculares, teremos de- 
limitado anatomicamente o mento. 

Técnica Cirurgica.—Afim de dar maior 
projecéo a regiao, introdusimos enxerto 
ésseo autogeno. E esse introdusido por via 
oral e apdsto subperiostalmente 4 mandi- 
bula, segundo técnica preconisada por Con- 
verse.” 

Outra via de acésso que pdde ser utili- 
zada € a do sulco submentoniano, que 
apresenta porém o inconveniénte da ci- 
catriz remanescente, que apesar de tddo o 
cuidado pode se tornar visivel. Outra 
vantagem da via oral esta no fato do en- 
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Fig. 6.—Disostose mandibular. 


Fig. 5.—Pequeno defeito estético do mento. Con- 
tréle radiologico. 


Antes e a 
insergaéo do enxerto. Contréle radiolégico (3 mé- 
ses a pos). 
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xerto nao repousar sobre a sutura da via 
de acésso, como é 0 caso da via externa. 

A incisao é feita na mucésa labial para 
cima do sulco vestibular, passa sdbre a 
frenulo nao atingindo o suleco gingivo- 
labial. A mucosa é descolada do musculo 
orbicular até se atingir o osso. As partes 
moles pré-mandibulares juntamente com o 
periosteo sao descolados, e o enxerto de- 
pois de modelado é aposto 4 mandibula. 

A mucosa é suturada fazendo-se em se- 
guida, contencao externa por cerca de 15 
dias. O enxerto 6sseo que utilisamos é 
retirado da crista iliaca e modelado em 
monobléco. Presta-se esse osso, nao 
pela sua consisténcia esponjésa, como pela 
sua posigdo, permitindo que a cicatriz cu- 
tanea se esconda sob a vestimenta. 

primeiro notamos uma perda 
de cerca de 10% do volume enxertado. Os 
resultados sao compensadores do ponto de 
vista estético. 

Apresentamos 3 casos, de mento hipo- 
genidtico dos quais 2 de origem congénita, 
sendo 1 de disostose mandibulo-facial.® O 
3° caso (Fig. 3) foi consequéncia de 
trauma e consolidacaéo vicidésa. 


RESUMO 


Apos estudar a importancia do mento 
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do ponto de vista antropologico, apresen- 
tam os AA. as varias teorias que tentam 
explicar as razdes de sua forma, e respec- 
tiva critica. 

Técem consideragdes de origem anato- 
mica e propdem uma delimitacaéo da regiao. 
Dao preferéncia ao termo hipogenidtico 
por se tratar de deformidade que diz res- 
peito s6mente ao mento havendo de- 
feitos de oclusao dentaria, mas sédmente 
problemas estético psicol6gico para o seu 
portador. 

A correcéo é feita pela introducao de 
auto-enxerto Osseo por via oral, cujas van- 
tagens sao apresentadas. 

Observaram a perda de cerca de 10% 
do volume enxertado apos um 
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Fame is the inheritance not of the dead, but of the living. It is we who look back 
with lofty pride to the great names of antiquity, who drink of that flood of glory as 
of a river, and refresh our wings in it for future flight. 


It is well that there is no one without a fault, for he would not have a friend in 
the world. He would seem to belong to a different species. 


If the world were good for nothing else, it is a fine subject for speculation. 
—Hazlitt 
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“|... there is no science which has 
not its beginning from foregoing 
knowledge...” 


HIS statement was made by William 
[rarer in one of the communications 

addressed to John Riolan, published 
in 1653 with the first English Translation 
of his De motu cordis (The Anatomical 
Exercises of Dr. William Harvey Concern- 
ing the Motion of the Heart and Blood). 
This was Harvey’s assessment of the 
extent to which each researcher is indebted 
to the men who have worked before him. 
It is a succinct expression of the cumula- 
tive character of scientific knowledge. 

Many great and inventive men have 
known that in order to push farther out 
the frontier of knowledge they must take 
account of what has gone before. Thomas 
Edison once said, “I begin where the last 
man left off.” For Harvey or Edison to 
generate new knowledge or to invent new 
devices, it was necessary for them to know 
about the research already completed by 
other men. 

Fortunately it was not necessary, and 
in any case it was not possible, for them 
to ascertain “foregoing knowledge” by 
consultation with all of the men who had 
information relevant to the areas of their 
research interests. No doubt they did 
learn much from personal consultation 
with some of their contemporaries, as 
do most men occupied with scientific 
research and development; but they also 
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During the months of 1960 and as 
long thereafter as possible, the edi- 
torial pages of the Journal of the 
International College of Surgeons 
will be honored by presentations of 
rare and extraordinary historic value, 
the lectures presented at the Inter- 
national Surgeons’ Hall of Fame on 
medical and surgical history from 
the earliest recorded achievements 
to those of our own times. We be- 
lieve that Journal readers who were 
not able to attend the lectures will 
find them as exciting as did the 
audiences present at their delivery. 
The story of progress in the healing 
arts and the giants of medicine and 
surgery to whom we owe the amaz- 
ing brilliance and scope of modern 
achievements is intrinsically thrilling 
and is a vital part of the education 
of every cultivated man and woman, 
inside or outside the profession. It 
is altogether fitting that it should 
appear in these pages, since the In- 
ternational College of Surgeons is 
first, last and always a teaching in- 
stitution. 


used books and libraries, as was evidenced 
by the references in their own writings. 
In the history of science, the physician 
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has always played an important role—not 
only in medicine but in all of the natural 
sciences. The first professional group in 
the world of science were the physicians. 
The first academic acknowledgment of 
the importance of science was the “faculty 
of medicine” in the early universities. 
One of the consequences was that many of 
the pioneers in biology and chemistry and 
physics were physicians. Another was 
that a high proportion of early scientific 
publications was in the field of medicine 
and its closely related disciplines. Still 
another was that the first scientific peri- 
odicals devoted to one field of science were 
medical periodicals. And still another was 
that the first collectors of scientific libraries 
were, for the most part, physicians: 

The large and comprehensive research 
library is a relatively modern institution. 
A contributing factor is probably the fact 
that the exponential proliferation of scien- 
tific literature is a fairly recent phenom- 
enon. There was a time when it was 
possible for an individual scientist to 
gather in his own home or study the 
principal part of the literature necessary 
to give him that essential “foregoing 
knowledge.” Even as late as the mid- 
eighteenth century the number of scien- 
tific periodicals of principal importance 
was not beyond the collecting capacity of a 
physician or a scientist with the means to 
acquire them. 

It is not surprising then, that the 
private collector in the earlier years played 
an exceedingly important role in the col- 
lecting and preserving of the record of 
scientific and medical progress, but his 
successor also, in more recent times, has 
been in a strategic position to contribute 
to the development of library resources, in 
the broadest meaning of the term. As the 
volume of literature has grown faster than 
the capacity of institutional libraries to 
collect comprehensively and at the same 
time intensively in special fields, the role 
played by the private collector has been the 
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development of specialized collections for 
which a high degree of expert knowledge 
is necessary to the selection of important 
books, 

It should, therefore, be not only interest- 
ing but profitable to review the contribu- 
tions made to cultural history by the phy- 
sician as book collector. 

The intention in presenting this paper 
is not to offer scholarly data based on 
carefully documented research. Rather, 
I should like to share with my readers 
some of the impressions I have gained 
from working—I might say living—in 
libraries. It has been my good fortune 
to handle thousands of volumes from our 
rich heritage of printed books from the 
past five hundred years. And I have often 
perused and sometimes read from them 
as they passed by. 

Just handling the scientific and medical 
classics of the past can be a worth while 
experience if one is in tune with the 
march of history. An old teacher of 
mine, the late Pierce Butler, once said: 
“The appearance of a book is an intellec- 
tual event.” At any moment I may hold 
in my hand the best product of the mind 
of a man—a work whose publication broke 
through the time barrier. Over the span 
of three hundred and thirty years, William 
Harvey still speaks to us in clear, ex- 
pository English. Of course, he first 
recorded what he had to say in—we will 
assume—clear, expository Latin. But 
whether or not an author speaks in a 
language all can understand, he speaks; 


. and that is one of the wonders of the book. 


One of the incidental delights of the 
mere handling of old books is to note the 
names of former owners. I must admit 
to a special feeling of warmth when I see 
the neat little bookplate of Herbert 
McClean Evans or the signature of 
Charles Singer in one of the books in our 
library. Evans is the godfather of my 
interest in the history of medicine, and 
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Charles Singer is the most stimulating 
teacher under whom I ever studied. 

Sometimes the provenance of a partic- 
ular copy of a book may have practical 
importance to a library. For example, 
when we were offered a copy of the first 
edition (1628) of Harvey’s De motu 
cordis, among the questions needing 
answers, was this: Is the copy authen- 
tic, and is it coming our way by honorable 
means? When we were informed that the 
copy offered was the Dr. McGraw copy 
recorded in the standard bibliography of 
Harvey by Geoffrey Keynes, and that the 
route of transit was honorable, we quickly 
made the purchase with funds put in our 
hands by an understanding donor, 

But always the sign of former owner- 
ship adds flavor to a book. In my personal 
library I have a small book by Samuel 
Bowles, The Switzerland of America, 
which he published after a summer vaca- 
tion in the parks and mountains of 
Colorado in 1869. On the front flyleaf is 
the inscription: ‘Hon. J. C. Dow, Esq. M. 
C., from Pat. Hooley, County Kerry, Ire- 
land” (without punctuation). My en- 
joyment of that little book was increased 
by the knowledge that Pat Hooley of 
Ireland had thought it a suitable gift for 
the Hon. J. C. Dow. We speak of this as 
association value. It is partly based on 
sentiment. A book should belong to 
someone. Until someone puts his personal 
brand on the book it’s a maverick. But 
when the brand is there, it becomes a 
personal bond between one owner and 
another. 

Sometimes, of course, an earlier owner 
may leave his signature without his name. 
Once, collating some of the anatomic 
atlases in the Evans library, I noted 
inscriptions in the 1568 edition of 
Vesalius’ anatomy (De humani corporis 
fabrica) under each of the dissected cada- 
vers that enliven all folio editions of that 
famous book. On setting about to trans- 
late these Latin notes, I discovered that 
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they were mostly quotations. Under one 
especially lacerated figure were the words, 
“Oh Lord, have mercy on me,” and under 
another, “What is man that thou art 
mindful of him.” The owner of that 
precious volume did not sign his name, but 
he certainly left a signature. 

A more serious association value in 
these records of former ownership is the 
light they may throw on the possible 
influence a book has had on the man who 
owned it. If we know that a particular 
book was in-the hands of Newton, or 
Harvey, or any of the great or lesser lights 
in the history of human culture, we can 
assume with a degree of probability that 
he read it or read from it. An extraor- 
dinary example of this kind of associa- 
tion item, a copy of Robert Boyle’s 
Memoirs for the Natural History of 
Humane Blood (London, 1683-1684), is 
inscribed by its author to Isaac Newton. 
It came to the Crerar Library with books 
and papers from the library of James B. 
Herrick. While Newton may not have 
been especially influenced by this little 
classic, the likelihood that it escaped the 
reading of its latest personal owner, Dr. 
Herrick, is quite remote. 

This probability of infiuence might be 
very low for most men working in recent 
years, but it is more plausible for men 
who lived before the rivulet of print 
became a deluge. 

The association value in which we are 
especially interested here in the library 
is the way in which these records help to 
identify the private book collectors of the 
past. Each of these men—whether his 
collection numbered many volumes or only 
a few—helped to preserve the physical 
form of the intellectual events of the past, 
which are still important to the intellec- 
tual life of our own day, 

Among these collectors were many 
physicians. Some are still living; others 
are partly contemporary with us, and 
still others are contemporaries of the men 
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whose books they once owned. To find 
the mark of ownership of Charles Singer 
in the 1528 edition of Galen’s De sectis ad 
medicinae, or of Herbert McClean Evans 
in Clavius’ Algebra of 1609 and Huygens’ 
Systema Saturnium of 1659, indicates that 
here were discriminating collectors. And 
a 1530 Regimen Sanitatis inscribed by Dr. 
Robert Sonneschein to “his dear teacher 
Dr. Ludwig Hektoen” tells us that two of 
Chicago’s most famous physicians brought 
an important book into the collections of 
a great research library. 

Such former owners are legion; a listing 
of their names with the books they once 
owned would comprise a_ respectable 
bibliography of the history of science. 
This could be boring to read, however, so 
I shall limit myself to only a few more 
interesting examples. 

Two famous early tracts on syphilis are 
Libellus de epidemia guam vulgo mor- 
borum Gallicum, by Nicolaus Leonicus, 
printed by the great Venetian printer 
Aldus Manutius in 1497, and the well- 
known poem Syphilis, sive morbus Galli- 
cus, by Fracastorius, printed in Basel in 
1536. The first of these came to us from 
the daughter of the late Dr. E. Lesser of 
Leipzig. The second bears, most appro- 
priately, the bookplate of the many-sided 
medical expert and father of modern 
pathology, Rudolph Virchow. 

Many other examples could be cited of 
books formerly in the libraries of well- 
known figures in the history of medicine. 
But a legion of other physicians, however, 
have been and are collectors and preserv- 
ers of important medical books. Who, 
for example, were “Stephani ab Alexan- 
dris Physici,’” whose autograph is in a 
copy of the Sanitate of Cordanus (1580) ; 
or “Fr, Car. Unger. Theol. Phil. Med.,” 
whose bookplate is in a 1660 copy of 
Remmelin’s Catoptrum microcosmicum, 
with its elaborate figures of the human 
body depicted by superimposed flaps; or 
“C. L. Lépine, Doct. Med.,’”’ whose book- 
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plate is in Guillemeau’s Tables anatomique 
(1586); or “John Barkley, M.D.,” who 
once owned the 1600 folio edition of the 
Opera Omnia of Fallopius? And who were 
the large number of unknowns whose un- 
decipherable autographs are on the fly- 
leaves and title pages of many great books 
in the history of science and medicine? 
Was this his only book, or did he have a 
library? 

Looking in more detail at the libraries 
of individual physicians, it is difficult to 
select those which will best illustrate the 
great contribution which physicians have 
made as book collectors. The surpassing 
importance of some is obvious. The great 
collections of Sir William Osler at McGill 
University and the Nicholas Senn collec- 
tion at Crerar Library are two of these. 
Others are the LeRoy Crummer collection 
at the University of Michigan and the 
Harvey Cushing collection at Yale Uni- 
versity. 

We might also select collectors outside 
the field of medicine and collectors whose 
collections went the way of most private 
libraries, namely, dissipation by sale over 
the auction block or under the ministra- 
tion of book sellers. The reasons for 
selection of the half dozen to be described 
are based partly on personal interest and 
partly because they illustrate certain 
special characteristics of these particular 
libraries and their collectors. 

They include the library of the British 
physician Richard Mead, the medical 
library of Herbert McLean Evans, the 
Vesalian collection of Harvey Cushing at 


- Yale, the Elmer Belt collection of Vin- 


ciana, donated to the University of Cali- 
fornia at Los Angeles, the Clifford G. 
Grulee collection on pediatrics at Crerar 
Library, and the library of Nicholas Senn. 

Richard Mead (1673-1754).—About two 
years ago we noted in an antiquarian 
dealer’s list a copy of the catalogue from 
the great sale of Richard Mead’s library 
in 1754 and 1755. An annotation in- 
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dicated that prices received at the sale 
had been added in manuscript. This we 
could hardly miss, so the book was 
ordered. And it has brought some delight- 
ful hours of reading, accompanied by no 
few tears over the prices received. 

The first sale began on Nov. 18, 1754, 
and extended over twenty-eight days. The 
second began on April 7, 1755, and lasted 
for another twenty-eight days. Some 
9,800 titles were sold for just under 
£5,500, or an average of ten shillings, 
threepence per title. 

Richard Mead was one of the most 
eminent physicians of his day, and a man 
of wide interests. Numbered among his 
friends were Newton, Halley and other 
leading contemporaries. He was a scholar 
and gave generously of his resources to 
the patronage of science and literature. 
He was a member of the College of 
Physicians, a fellow of the Royal Society 
of London and Physician-in-Ordinary to 
King George II. Dr. Samuel Johnson said 
of him that he “lived more in the broad 
sunshine of life than almost any man.” 
One of the sources of that sunshine must 
have been his library, because it contained 
an amazing variety of the great books of 
all times down to his own day. The ex- 
planation of his acquiring so extensive a 
library may be found, at least in part, in 
a reference made by Harvey Cushing (of 
whom more later) to “Mead’s omniverous 
clutches.” 

Just a few highlights will serve to show 
the catholicity of Mead’s interests. The 
first day of the great sale was devoted 
almost exclusively to the Bible, in many 
editions, and other theological works. 
Forty-six octavos, forty quartos and thirty- 
three folios filled the day. The last of the 
119 items sold that day was the editio prin- 
ceps of the great Vulgate Bible, Biblia 
Sacra Latina, printed by Fust and Scheiffer 
in 1462. The high bid was £25. On the 
twentieth day of the sale another Fust 
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and Scheiffer imprint, the Catholicon of 
1460, went for £25.15s. 

There were, altogether, 146 incunabula 
in the library, including works of many of 
the classical writers—Aristotle, Socrates, © 
and Hippocrates; Terence, Horace and 
Livy; Ptolemy, Strabo and Pliny. On the 
sixth day of the first sale ten folios of 
Pliny’s Historia Naturalis went on the 
block, including the first printed edition of 
1469, the beautiful Jensen edition of 1472 
and four others. The total proceeds for 
the ten Plinys was about one-twentieth 
the present market value of either the 
1469 or the 1472 edition. 

There were books on art, architecture, 
poetry, history and voyages. There was 
little in the category “Americana,” but two 
choice items were catalogued: “Ferd. de 
Soto’s Discovery of Florida, by Hakluyt. 
London, 1609,” which went for a shilling, 
and “Douglass’s Summary of the first 
planting and present State of the British 
Settlements in North America, Boston, in 
N. Eng., 1749,” which brought a much 
stiffer price, ten shillings sixpence. Very 
few items in the sale brought more than 
£10. A notable exception was the great 
“Atlas Major; Cum Tabulis Geographicus 
elegantissime colorat. 20 vol. F. D.— 
Studio & sumptibus Blaeu, 1665,” which 
brought £73.10s., a sum that probably 
would not buy an odd volume from the set 
today. 

As one would expect, scientific and medi- 
cal works were well represented. There 
was the mathematics of Euclid, Leibnitz, 
Euler and Newton; the physics of Kircher, 
Gilbert and Huygens; the natural history 
of Gesner, Swammerdam and Needham; 
the astronomy of Copernicus, Kepler, Gali- 
leo and Brahe; the botany of Grew, Parkin- 
son and Gerard; the anatomy of Mundinus, 
Vesalius, Eustachius, Albinus, Bidloo and 
Cheselden. One of the choicest items of 
the sale—on the final day, May 8, 1755— 
was a copy of the 1543 edition of Vesalius 
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printed on vellum. The location of this 
possibly unique copy is apparently not 
known; but another copy, on paper, was 
purchased on the sixteenth day of the first 
sale by the great Scottish physician 
William Hunter (36 years of age at the 
time) and is now in the Hunterian Library 
at the University of Glasgow. Hunter had 
previously purchased, at the sale of Mead’s 
prints and drawings, a codex of Vesalius 
for £27 16s. 6d., also at Glasgow. 

A final note on the Mead library—a 
special evidence that it was the work of 
a scholar—should call attention to the im- 
pressive files of outstanding periodicals of 
the late sixteenth and early seventeenth 
centuries. There was a complete set of 
the Philosophical Transactions from 1665 
to 1752; a 938-volume set of the Acta 
Eruditorum and its supplementary series ; 
27 volumes of Miscellanea curiosa, and 
shorter runs of half a dozen other peri- 
odicals, most of which are in relatively 
few libraries today. From one point of 
view it is unfortunate that the Mead’s 
library could not have gone intact to some 
great learned institution ; but from another 
point of view, the distribution of the 
library led many great books, at least 
eventually, to many other “permanent” 
libraries, perhaps around the world. 


Herbert McClean Evans.—Of the three 
living physician-collectors whose libraries 
are chosen for mention here, the first is 
Herbert McClean Evans, professor emeri- 
tus at the University of California in 
Berkeley. There are two reasons for this 


selection. The first is personal, as may be | 


inferred from an earlier remark. The sec- 
ond reason is to emphasize the contribu- 
tion that can be made by a discriminating 
collector. 

My acquaintance with this library began 
when I was employed in the Biology Li- 
brary at the University, in a capacity 
described by Melville in the preface to 
Moby Dick as a sub-sub-sub-librarian. Dr. 
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Evans’ offices, laboratories and libraries 
(he had a separate library of scientific 
classics other than medicine) were on the 
floor immediately above us in the Life 
Sciences Building. Learning of my nas- 
cent interest in the history of science and 
medicine, Dr. Evans opened his medical 
library to me on any occasion when I could 
find hours to spend there, and for a couple 
of years the occasions were frequent. 

In frequent conversations with Dr. Evans 
I came to have a high respect for the dis- 
crimination he exercised in searching out 
and acquiring the most significant books 
in the history of medicine. Tipped into 
my copy of the mimeographed catalog of 
this collection is a note signed by Charles 
Singer that attests to the quality of the 
library. “I can hardly imagine,” he wrote, 
“a better nucleus for a great library which 
would treat of all the various aspects of 
the history of medicine. Nearly every 
work of first class importance is repre- 
sented in it... . I know of no library of 
its size so well selected.” 

The collection was organized into seven 
sections: (1) classics and works of out- 
standing merit; (2) history of medicine: 
biography, bibliography, dictionaries; (3) 
anatomy and embryology; (4) physiology 
and biochemistry ; (5) pathology and path- 
ologic anatomy; (6) bacteriology and in- 
fectious diseases; and (7) general medi- 
cine. Titles selected for the first section, 
medical classics, cut across all fields of 
scientific and clinical medicine. 

One of the most difficult tasks is to ap- 
praise any collection accurately by describ- 
ing only a portion of its contents. To say 
too little may result in failure to convey 
an impression of the real richness of a 
collection. Yet too little may be too much 
if the listing of all of the few highlights 
in a small collection gives the impression 
that it is very rich indeed. What every 
collector, private or official, would like to 
say about his collection is, “it has every- 
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thing.” Fortunate is the collector who can 
say of his library what Dr. Singer wrote 
about Dr, Evans’ library: “Nearly every 
work of first-class importance is repre- 
sented in it.” 

This is a suitable closing sentence for 
reference to the Evans library, but having 
collated every volume in this particular 
collection and having savored many sam- 
ples of its content, I shall not deprive my- 
self of mentioning a few of the choice 
items. In any case, I like to arouse in- 
terest in the collection, because some of 
my readers will surely have an opportunity 
to visit it at some time and may wish to 
use it. 

Largely through the efforts of Dr. James 
J. Waring of Denver, this collection was 
purchased for the Denver County Medical 
Society—then called, if I remember cor- 
rectly, the Medical Society of the City and 
County of Denver. 

In the “classics” section of the library 
the catalog describes 347 items dated prior 
to 1900. Most of the great names in the 
history of medicine are represented. Al- 
binus (anatomist), von Baer (embryolo- 
gist), Bernard (experimental physiolo- 
gist), Bichat (histologist), Boveri (cytolo- 
gist), Cruveilhier (pathologist), Haller 
(physiologist and bibliographer of medi- 
cine), Hoppe-Seyler (biochemist), John 
Hunter (clinician and naturalist), Koch 
(bacteriologist), Laennec (diagnostician) 
and one has only sampled the alphabet. 
Each of the basic sciences and clinical di- 
visions of medicine is represented. 

There are gaps in the collection of first 
editions, but the only one of prime im- 
portance is the absence of Harvey’s De 
motu cordis. Nevertheless there are in 
the collection some rare and distinguished 
items. One in particular I should like to 


mention: a fine copy of the first edition 
of the first book on the lacteals and the 
first medical book with colored illustra- 
tions. 


It is De Lactibus sive lacteis venis 
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guarto vasorum mesaraicorum (1627), by 
Gasparis Asellius. 

Harvey Williams Cushing (1869-1939). 
—Another twentieth-century collector was 
Harvey Cushing, foremost neurologic sur- 
geon of the century and authority on the 
pituitary body and its disorders. His 
library is now at Yale University. 

The aspects of Cushing as a collector 
to which I draw your attention were his 
intensive concentration on the anatomic 
works of Vesalius and his successors and 
his magnificent book on the subject of his 
collection, A Bio-Bibliography of Andreas 
Vesalius (New York, Schuman, 1943), 
published after his death under the editor- 
ship of another collector-bibliographer, 
Dr. John F. Fulton. 

Cushing states in his bibliography that, 
“As a book, the Fabrica has been more 
admired and less read than any publication 
of equal significance in the history of 
science.” This statement quite obviously 
did not apply to its author, for Cushing 
knew the work of Vesalius as intimately 
as any man ever has. 

The Bio-Bibliography describes in detail 
148 items of Vesalian interest, with full 
transcription of title pages, detailed colla- 
tion, contents and notes on the edition or 
particular copy, locations of copies known 
to him, indication of the copy used as the 
basis for the bibliographic description and 
the dimensions of the copy described. And 
before, between and after these descrip- 
tions is presented a brilliant account of 
Vesalius’ work and of the artist who 
collaborated with him in preparation of 
it, Johann Calear, “a Flemish painter of 
great merit.” 

The Bio-Bibliography is divided into ten 
chapters: 

1. Paraphrases of the Ninth Book of 
Rhazes. 

2. The “Tabulae sex.” 

3. Guenther’s “Institutiones anato- 
micae.” 


. The venisection Epistle. 

5. Contributions to the “Opera Ga- 
leni.” 

6. The “Fabrica” and its sequelae. 

7. The China-root Epistle and the 
aftermath of the “Fabrica.” 

8. The “Concilia.” 

9. Fallopius and Vesalius. 

10. Vesaliana. 

Death came to Harvey Cushing before 
he could complete this definitive work. 
The chapter entitled “Fallopius and Vesa- 
lius” was written entirely by Dr. Arturo 
Castiglioni, who assisted the editor with 
other parts of the work. Dr. Fulton 
added numerous notes, and others assisted 
him in final preparation of the book for 
publication. 

Of the 148 items included in the Bio- 
Bibliography, 111 were Cushing’s own 
copies. One of the interesting bits of 
information added on many items, in addi- 
tion to the details aforementioned, were 
notes on the provenance of Cushing’s own 
copies. Examples are: ‘Presentation, in- 
scribed Sudhoff, Harvard, 8, X, 1929”; 
“bought from E. P. Goldschmidt in 1926 
for £90”; “bought from J. L. Syme, Paris, 
1909 . . . Provenance: inscribed F. R. 
Noéus, Paris, 1552”; “Only copy known 
that of author, purchased in 1930 from 
Lier (lacks pp. 17-18, 23-24, and inserted 
arterial plate)”; “gift of B. W. Th. 
Nuyens of Amsterdam, October 1932”; 
and “purchased at ‘Southeby’s sale, Nov. 
1921, very cheap.’ ”’ 


Few collectors have carried their special . 


brand of bibliomania to the logical con- 
clusion sought, and almost attained, by 
Harvey Cushing. 

Elmer Belt.—Our second contemporary 
collector is another Californian, Dr. Elmer 
Belt, eminent urologist and student of 
Leonardo da Vinci. His great library of 


Vinciana is destined to serve the students 
and researchers 


in the University of 
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California at Los Angeles for, we may 
hope, all time. 

In the preface to a “finding list” of the 
library, issued in 1946, Dr. Belt gives an 
account of the manner in which he became 
interested in Leonardo: 

“It is a custom of our medical peda- 
gogues to plunge the freshman medical 
student into a morass of gross anatomy 
from which he can scarcely emerge. The 
text books he is told to read are heavy 
with words. Their illustrations are as 
lifeless and uninspiring as is the rigid, 
embalmed cadaver he dissects. The in- 
tricate beauty of the human body is well 
hidden. 

“Rebellious and_ self-indulgent, this 
medical student turned his back on dis- 
section for an afternoon to spend it on a 
high stool smelling the sweet-scented dust 
of books in an old book shop on a back 
street in Berkeley. Here the precious 
hours passed like minutes. Suddenly a 
dignified, tall, vellum-bound volume lay 
open: Dell’ Anatomia,’ Fogli B, by Leo- 
nardo da Vinci, published by Sabachnikoff. 
The eyes swept on and as stiff pages 
turned anatomy came to life, a text illegi- 
ble, but there lay page after page of living 
drawings; anatomy made real by the 
greatest of masters. Here was what the 
study of Anatomy could be, and from then 
on it was, a thing of beauty. 

“If there is a Fogli B, there must be 
an A. Soon the search included the 
Quaderni D’Anatomia, then Richter and 
with Richter a sudden expanding desire 
which spread in all directions at once: 
What made this man so great an observer, 
so appealing a draftsman, so clear a 
thinker? What did he actually write; 
which writings were original? Where 
could these writings be found? What was 
his influence upon the men of his time, and 
upon us? What were his sources of in- 
spiration? What value does modern 
science place upon him? 
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“The slow accretion of books expressing 
these ideas began and has never ended. 
It has no end.” 

The term “comprehensive” can bo 
applied as appropriately to the Elmer Belt 
Library of Vinciana as to any other 
library known to me. As Dr. Belt has 
indicated, collecting “has no end.” Buta 
long reach toward that end has already 
been accomplished. In 1948, the library 
published a monograph entitled Manu- 
scripts of Leonardo da Vinci; Their His- 
tory, with a Description of the Manuscript 
Editions in Facsimile. At the end of this 
work is a two-page description headed 
“The Scope of the Library.” It begins: 
“Our library, in its scope, includes the 
facsimiles of Leonardo’s notebooks, com- 
plete in all editions.” It continues with 
an indication of the wide variety of related 
research material, and ends with the 
following statement of purpose: 

“Our Leonardo library intends to be- 
come a workers’ library for the study of 
the Italian Renaissance. This magnificent 
period is viewed through the personality 
of its greatest and most appealing figure, 
Leonardo da Vinci, foremost thinker 
among men.” 

Elmer Belt, like Richard Mead, ranged 
outside the field of medicine in pursuit 
of his passion for collecting ; but more like 
Harvey Cushing, he has enriched the 
scholarly resources of America by con- 
centrating on works related primarily 
to one man, and he has assured the 
permanent preservation of the collection 
by donating it to a great university. 

Clifford Groselle Grulee.—The Clifford 
G. Grulee Collection on Pediatrics, donated 
to Crerar Library in 1948, is a notable 
monument to a persistent and devoted 
medical collector throughout his active 
career as a pediatrician, teacher, author 
and editor. 

This collection is included in the sample 
for two reasons other than the fact that 
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it is “near home” and is more familiar to 
me than the others. First, it is an excel- 
lent example of a collection devoted to one 
clinical specialty in medicine. Second, it 
contains not only the great historical 
classics in the field but current research 
literature as well. At the time Dr. Grulee 
gave his collection to Crerar Library, it 
contained more than 4,000 bound volumes, 
hundreds of unbound monographs, a large 
collection of reprints and approximately 
five file drawers of correspondence. It 
was realized that many titles would dupli- 
cate items already at Crerar, but it was 
planned to select the best copy of such 
duplicates to be retained and to sell the 
remainder of the duplicates. The total 
collections in Crerar Library were then 
designated the Clifford G. Grulee Collec- 
tion on Pediatrics. 

A printed catalog published by Crerar 
Library late in 1959 describes 4,404 titles, 
exclusive of reprints. The catalog is 
divided into four sections: General Works, 
including bibliographies, general treatises 
in the latest editions, and histories of 
pediatrics (69 titles); periodicals and 
other serial publications (372 titles) ; 
books published through the nineteenth 
century, arranged by century and then 
alphabetically by author—15th and 16th 
centuries (64 titles), 17th century (57 
titles), 18th century (202 titles), and 19th 
century (748 titles); and, finally, books 
published in this century (2,892 titles), 
arranged systematically by subject. The 
whole is thoroughly indexed by personal 
names, institutional names and subjects. 
New publications are added regularly and 
should be assured for several years 
through proceeds from sale of the catalog. 

Here again it is difficult to summarize 
the content of the collection, but the scope 
is indicated in the following quotation 
from the introduction to the catalog. The 
collection contains: 

“__ the first published book on children’s 
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diseases (Bagellardus, 1472), the first 
written by an Englishman (Phaer, 1595— 
the first edition of 1545 is still a desidera- 
tum), the first in French (Vallambert, 
1565), the first on infant surgery (Wiirtz, 
1656), and the writings of the founder of 
modern pediatrics (Rosén von Rosen- 
stein) ; 

“the early texts and _ treatises 
by Walter Harris, George Armstrong, 
Michael Underwood, William Dewees, and 
Charles West, some of which went through 
many editions and served as standard 
works for as much as a hundred years; 

“__ the pediatric periodicals and other 
serial publications of the World (372 
titles), issued by societies, academies, 
government agencies, and hospitals; 

“__ the great compendia of the nine- 
teenth and twentieth centuries, by Rilliet 
and Barthez; Gerhardt; Nobecourt and 
Babonneix; Pfaundler and Schlossman; 
Isaac Abt; and Joseph Brennemann; and 

“__ a great number of texts and mono- 
graphs that still make up the working 
literature available to practicing pediatri- 
cians and those engaged in clinical re- 
search on the diseases of children.” 

Nicholas Senn (1844-1908 ).—For a final 
example of the physician as collector I 
have chosen the Senn Collection, donated 
first to Newberry Library by Dr. Nicholas 
Senn before the turn of the century, and 
transferred to Crerar Library, by agree- 
ment between Dr. Senn and the two 
libraries in 1906. The collection was 
reputedly one of the largest medical 
libraries in private hands. 
10,689 volumes and 14,501 pamphlets, 
according to the annual report of Crerar’s 
librarian, Clement Walker Andrews, for 
1906. Dr. Senn’s interest in the collec- 
tion continued, and Mr. Andrews reported 
in 1908 that during the year preceding 
Dr. Senn’s death he had purchased 894 
additional items for incorporation into 
the collection. 


It contained . 
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An exhibit of items from the fifteenth 
and sixteenth centuries (15 incunabula 
and 36 published after 1500) were placed 
on display early in 1908. It consisted 
almost exclusively of classical Greek and 
Roman and mediaeval writers. This illus- 
trates Senn’s great interest in the history 
of medicine, as did the fact that more than 
800 titles in the collection were printed 
in the sixteenth through the eighteenth 
century. As might be expected, the collec- 
tion was strong in anatomy and surgery, 
but the same could be said for every 
aspect of the science and practice of 
medicine. It was, indeed, a firm founda- 
tion on which to build the largest institu- 
tional medical library west of the Atlantic 
seaboard. 

In his collecting activities, Senn drew 
upon the libraries that had been collected 
by other physicians. For example, he 
purchased the principal part of the private 
library of the eminent German physiolo- 
gist, Emil Heinrich Du Bois-Reymond 
(1818-1896), who for nearly twenty years 
was editor of Archiv fiir Physiologie and 
the author of a classic on animal electric- 
ity as well as many other medical writings, 
all of which are in the collection. 

As one views the active career of Dr. 
Senn, the breadth, size and quality of the 
library become more striking. He was a 
very busy and very productive man and 
contributed much, himself, to the litera- 
ture of medicine. Garrison says of his 
work: 

“Senn made valuable experimental con- 
tributions to the study of air embolism 
(1885), the surgery of the pancreas 
(1886), gunshot wounds, and intestinal 
anastomosis, in which he introduced the 
use of decalcified bone-plates. He was, 
in fact, a great master of intestinal 
surgery, especially in the treatment of 
appendicitis. He devised a method of 
detecting intestinal perforation by means 
of inflation with hydrogen gas (1888), 
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and was the first to use the Roentgen rays 
in the treatment of leukemia (1903).” 

The public catalog in the Medical 
Department of Crerar Library has inches 
of cards indicating Senn authorship. 
Listed here are his Principles of Surgery 
(1890), with its three subsequent edi- 
tions; Surgical Bacteriology (1889), re- 
vised in 1891 and translated into French 
(1890); Experimental Surgery (1889) ; 
The Pathology and Surgical Treatment of 
Tumors (1895); and Medio-Surgical 
Aspects of the Spanish American War 
(1900, by “Lieutenant-Colonel Dr. Nicho- 
las Senn’). There are also ninety 
reprints bound in five volumes with the 
binder’s title “Surgical Monographs”; 
numerous other reprints, and more than 
150 manuscripts of papers, lectures and 
books written by Dr. Senn. 

In addition to his experience as a 
military surgeon, Senn served on the 
faculty of Rush Medical College and found 
time for several trips around the world. 
Printed and manuscript accounts of his 
travels include Around the World via 
Siberia (1902) in a two-volume manu- 
script, and a 502-page volume from 
articles in the Chicago Tribune; Around 
Africa via Lisbon (1906) in three volumes 
and 1,704 pages; Around the World via 
India (1905) ; Tahiti, the Island Paradise 
(1906), Around South America (in the 
year 1907, a ms. of 1,036 pages) ; and In 


EDITORIALS 


the Heart of the Arctics (1907), an ac- 
count of his experience as a passenger on 
the supply ship Erik, which accompanied 
the Roosevelt, Commander Peary’s vessel, 
as far north as Etah, Greenland, in the 
summer of 1905. 

Senn had lived a full life, and he 
retained a lively interest in medical 
matters to its end. This was exhibited by 
the largest purchases for the Senn collec- 
tion during his final year. It is also shown 
by an address he delivered before the 
Medical Association of the State of 
Alabama, April 17, 1907, “The Final 
Triumph of Scientific Medicine.” He 
opened the address with a quotation from 
Terence: “That is to be wise to see not 
merely that which lies before your feet, 
but to foresee even those things which are 
in the womb of futurity.” He reviewed 
man’s conquest of the scourges of small- 
pox, hydrophobia, wound infection, puer- 
peral sepsis, tetanus, malaria, typhoid 
fever, yellow fever and bubonic plague. 
Then he closed with observations on 
“medicine in the future.” He anticipated 
the ultimate successful conquest of tuber- 
culosis and carcinoma as well as that of 
“all acute self-limited infectious diseases,” 
and concluded: “Preventive medicine is 
the medicine of the future, and the 
triumph of scientific medicine will be the 
suppression of disease.” 


The despisers of mankind—apart from the mere fools and mimics of the creed— 
are of two sorts: they who believe their merit neglected and unappreciated, make up 
one class; they who receive adulation and flattery, knowing their own worthlessness, 
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John B. Murphy 


An Inquiry into His Life and Scientific Achievements 


KARL A. MEYER, M.D., F.A.C.S., F.I.C.S., D.A.B. 


AND 


SAMUEL HYMAN, M.D., F.A.C.P. 
CHICAGO, ILLINOIS 


OHN B. MURPHY, one of the three 
] great pioneers in surgery of Chicago, 
-J though younger than Senn and Fen- 
ger, was their worthy colleague. For 
many years these three were regarded 
as the most distinguished surgeons of 
Chicago and the Northwest. 

Dr. Murphy was a great experimental 
and pract.zal surgeon, an expert operator, 
a famous teacher and one who was active 
in the establishment and promotion of 
scientific research, journals and profes- 
sional societies. He was a tireless stu- 
dent all his life, with an investigative and 
inquiring mind. Dr. Murphy was a man 
of commanding presence and pleasing 
personality. He had a profound influence 
on the progress of scientific medicine 
throughout the world during his lifetime. 

Early in his career, Murphy began the 
study of current literature, and by apply- 
ing the ideas obtained from the various 
pathology and physiology journals on clin- 
ical surgery via experiments on the dog, he 
was able to discover and make great con- 
tributions to surgery. 


At the time of his death Murphy was | 


considered the foremost of the world’s 
younger surgeons. He was invited to 
address meetings in Rome, Berlin, Paris, 
London and other great medical centers. 
He was an international figure. How he 
would have enjoyed such an organization 

the Twenty-Fourth Annual Congress of the North American 


Federation, International College of Surgeons, Chicago, 
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as the International College of Surgeons, 
with members all over the world! 

What made this man a great surgeon, 
leader, teacher and organizer? To learn 
from the biographies of great men one 
must examine their lives, aims, philoso- 
phy and work. Dr. Murphy left a herit- 
age of surgical achievements. He was 
the first, or among the first, to develop 
surgical procedures for treatment of the 
appendix, brain and spinal cord, chest, 
blood vessels, intestines—including the 
invention of the Murphy button—and fi- 
nally one of his greatest achievements, his 
work in bone and joint surgery. He was 
not only an original investigator in these 
fields but an internationally recognized 
authority, and his name will be associated 
with these subjects as long as there is a 
surgical literature. 

J. B. Murphy was born on a farm near 
Appleton, Wisconsin, on Dec. 21, 1857. 
As a farm boy he assumed responsibilities 
at an early age, and he soon learned to 
think about, analyze and study the won- 
ders of nature about him. His aggressive 
and eager young mind was constantly on 
the alert to learn and do new things. This 
trait, which was characteristic of him 
throughout his life, made him a pioneer 
and leader in the growth of surgery in 
Chicago and the Middle West. 

He attended the district school—one 
room and one teacher—and was graduated 
at the age of 15. He then entered the Ap- 
pleton High School, four miles from his 
home. He stayed with a relative in town 
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but walked home each Friday to help on 
the farm and walked back on Sunday. 

In his senior year at Appleton High 
School young Murphy worked after school 
and over weekends in the town drugstore. 
Here he came under the influence of the 
village practitioner, Dr. H. W. Reilly, who 
had an office above the store. Dr. Reilly 
allowed the boy to accompany him on his 
house calls and to help him with the many 
emergencies in his office. He fired the 
imagination and enthusiasm of the youth, 
so that when the time arrived for gradua- 
tion from high school the young lad knew 
that he wanted to become a doctor, instead 
of a teacher as he had originally planned. 
Naturally Dr. Reilly was happy to have 
the boy as an apprentice, and with brand- 
new copies of Gray’s Anatomy and Dra- 
per’s Physiology the boy started his ex- 
citing year of preceptorship. All the time 
his interest in medicine grew. His work 
stimulated his imagination and filled his 
mind with ideas. When he was alone and 
had a bit of free time he found fascination 
and relaxation in dissecting dead birds, 
rabbits and squirrels—anything he could 
get his hands on. He learned by carefui 
study of their organs and of his anatomy 
text. 

Dr. Reilly realized that the boy had 
outstanding qualities and urged him to 
continue his education in medical school. 

On Oct. 1, 1878, at the age of 21, 
Murphy entered Rush Medical College in 
Chicago. He heard many lecturers, but 
the man who impressed him most and 
who became his idol, was Dr. Moses Gunn, 
professor of surgery. Gunn was thor- 
oughly equipped as a surgeon, and young 
Murphy was profoundly influenced by 
him. 

At the end of his year of lectures, in 
1879, Murphy took the examination for 
internship at the Cook County Hospital 
and won first place. He was so interested 
in his work and the care of patients that 
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he endeared himself to his attending sur- 
geon, Dr. Edward Lee. Dr. Lee, admiring 
the young man’s ability and zea! for 
learning, befriended and counseled him 
toward further and higher learning. 
While at the County Hospital Murphy also 
fell under the spell of Christian Fenger, 
the great pathologist, who held weekly 
Thursday evening meetings at his home 
for the interns. On such evenings Mur- 
phy, together with Frank Billings, L. L. 
McArthur, and others, would meet at 
Fenger’s home for a review of autopsy 
material and the latest medical literature. 
These sessions usually ended with stories 
by Fenger of the wonderful clinics in 
Vienna, Heidelberg and Berlin. 

At the end of his year’s internship at 
County Hospital, Dr. Lee encouraged 
Murphy to spend a year abroad studying 
surgery and offered him a position as his 
assistant in private practice on his return. 
In September 1882, Murphy set out for — 
his postgraduate course. His itinerary 
included Vienna, where he studied at the 
Allgemeines Krankenhaus under Theodor 
Billroth; Berlin, where he came under the 
spell of Carl Schroder, the head of gyne- 
cologic surgery at the University of 
Berlin, and finally Heidelberg, where he 
studied pathology under the great Julius 
Arnold. 

He returned to Chicago in the spring 
of 1884, at the age of 26, and entered 
private practice with Dr. Edward Lee in 
that city. 

On Nov. 25, 1885, he married his pa- 
tient Jeanette Plamondon, the 17-year-old 
daughter of Mr. and Mrs. Ambrose 
Plamondon, a _ socially prominent and 
wealthy Chicago family. Mrs. Murphy 


took an active share and interest in his 
surgical experimental work and was a 
great influence on his future activities and 
practice. 

The scientific attainments of Dr. Mur- 
phy are numerous. 


He was among the 
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first to start the modern treatment of 
acute appendicitis. On March 2, 1889, 
while making rounds at the Cook County 
Hospital, he recognized early appendicitis, 
or “perityphlitis,” as he called it then, and 
operated for it. The patient had had 
symptoms for only eight hours. At opera- 
tion he noted a typical red appendix with 
pus in it, but without perforation. Mur- 
phy claimed that this was the first case 
of appendicitis treated by operation in 
America on the then modern basis of 
opening the peritoneum in the absence of 
a phlegmon. He claimed that his opera- 


tion antedated McBurney’s operation on — 


the same basis by twenty days. Murphy 
gives credit to two men, Fitz of Boston, 
who advanced the idea of early operation 
two years prior to Murphy’s achievement, 
and Kraft of Switzerland, who reported 
this type of operation and who gave 
Murphy courage to perform it for the 
first time. A paper describing appendici- 
tis was read by Murphy before the 
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Chicago Medical Society in November 
1889, under the title Perityphlitis, in 
which he reported cases and the results 
of postmortem observations. The article 
was later published in The Western Medi- 
cal Reporter for December 1889. 

In this paper Murphy described the 
pathogenesis, pathologic picture, symp- 
toms and operative treatment of acute 
appendicitis. His descriptions are still 
valid today. He condemned the then pre- 
vailing “expectant” medical treatment of 
appendicitis, urging operation as soon as 
the diagnosis was made. He showed evi- 
dence to prove that perforation of the 
appendix with generalized peritonitis is 
a common occurrence. He stated: 


“The dangers of appendicitis are: First, 
perforation of the appendix, permitting 
escape of its contents into the peritoneal 
cavity directly or indirectly by a rupture 
of the circumscribed suppuration; second, 
where the abscess is extraperitoneal, per- 
foration of a septic phlegmon may occur, 
with death from sepsis; and third, the 
contents of the abscess may empty into 
some of the neighboring organs or cavi- 
ties, as the bladder, kidney or thoracic 
cavity.” 

He further reasoned with his audience: 


“The preponderance of evidence, as 
furnished by recent observations, tends to 
prove that in all cases of perityphlitis 
(appendicitis) the disease is attended by 
the development of a pus cavity. In the 
13 cases which have come under our 
observation, in which the diagnosis was 
verified either through the autopsy or by 
incision, pus was found in every case. 
Why should pus in this locality be allowed, 
unaided, to find its favorable or unfavor- 
able exit, in contradistinction to the well 
established rule to promptly aid its escape 
in all other parts of the body where acces- 
sible? It is our conviction that before 
many years every case when diagnosed 
will be immediately opened, the appendix 


PEE 
: 
Dr. John B. Murphy 
2 
le 
on 
3, 


VOL. 34, NO. 1 


ligated, if possible, and amputated. This 
operation gives the only guarantee that 
a patient can have of safety from the 
impending danger of the disease and 
security against its return.” 

He then outlined the positive symptoms 
indicating the presence of appendicitis, 
which are still used today: “Pain is always 
present, begins suddenly, is of a lancinat- 
ing, pulsating character. The first day or 
two it may be indefinite, being felt all 
over the abdominal region, but soon it 
locates in the right iliac fossa; then, 
symptoms of intestinal obstruction, nau- 
sea and vomiting appear; later, tempera- 
ture; and finally, induration and tender- 
ness in the right iliac fossa.”” Murphy later 
added another sign—leukocytosis. 


He had an uphill struggle in persuading 
the profession to accept early operation 
for appendicitis, and in 1904 he wrote of 
“2000 operations for appendicitis, with 
deductions from personal experience,” 
which finally convinced the medical pro- 
fession. 


Having started in the field of abdominal 
surgery, Murphy pursued another prob- 
lem in the same field. Removal of a 
section of intestine was rare in those days 
and, almost without exception, unsuc- 
cessful. The trouble was to determine 
how to reconstruct successfully the two 
ends of the cut intestine. Using the prin- 
ciple of Denans, a surgeon of Marseilles, 
who in 1826 devised a set of silver rings, 
Murphy finally, by experimentation, per- 
fected this device in the nature of a 
button, which subsequently became the 
famed “Murphy button” for intestinal 
anastomosis. He worked hard at the 
device and in 1892 performed the first 
operation on a patient at Cook County 
Hospital. In the Medical Record, for 
December 1892, he reported his animal 
experimentations and operations in a 
paper entitled Cholecysto-Intestinal, Gas- 
tro-Intestinal, Entero-Intestinal Anasto- 
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mosis and Approximation Without Su- 
tures. 

Here again a whole field of surgery was 
opened by Murphy; throughout the world, 
interest in surgical treatment of the bile 
tract and intestines was aroused. 

The success of Murphy’s operations in 
these difficult fields, all of which were 
regarded by the profession as hopeless, 
spread throughout the surgical world. 
His reputation was spreading; his fame 
seeped into the newspapers, and into 
hospitals and homes, and his practice 
grew tremendously. All this only served 
as a further stimulus to his surgical 
genius, and he worked harder than ever 
on his experimental surgery in other 
fields. In succession, new discoveries and 
honors followed. On Sept. 15, 1896, be- 
fore the Mississippi Valley Medical Asso- 
ciation meeting in St. Paul, he read a 
paper entitled Surgery of the Gasserian 
Ganglion, with Demonstration and Report 
of Two Cases. The paper described an 
operation on patients with trigeminal 
neuralgia. Thus he invaded the nervous 
system at a time when this branch of 
surgery had hardly been touched. 

Early in 1897 he published another 
article, Resection of Arteries and Veins 
Injured in Continuity—End to End Su- 
ture. Later, reporting at the Twelfth In- 
ternational Congress of Medicine in 
Moscow in August 1897, he stated that 
during the past year he had performed 
the first end-to-end union of an artery. 
He had excised 14 inch of the femoral 
artery, and sutured the ends; and had he 
pursued this specialty his name among the 
“greats” would have been in this type of 
surgery today. 

With the belief that a skilled surgeon 
should be familiar with all fields of sur- 
gery, he became interested in operations 
on the lung. His interest in this work was 
further stimulated by the fact that his 
sister, a nun, a brother who was a priest 
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and another brother, a pharmacist in 
Chicago, all died of pulmonary tuberculosis 
within a short time. In 1898, in Denver, 
he delivered the Oration in Surgery before 
the American Medical Association on pul- 
monary abscess and reported the use of 
nitrogen gas by injection into the pleural 
cavity to produce collapse of the lung in 
the treatment of pulmonary tuberculosis. 

He early became interested in ortho- 
pedic surgery and he became a leader in 
surgical therapy of the bones and joints, 
making numerous contributions to the 
literature. 

Traumatic surgery also interested him 
greatly and in his clinics he displayed an 
amazing knowledge of regional and topo- 
graphic anatomy. 

Dr. Murphy believed in and expressed 
the ideals and aims of proper and ade- 
quate training and research; conscientious 
and humane care of patients, and con- 
tinuous, lifelong medical education— 
everything the International College of 
Surgeons now represents and encourages. 

He was a great and popular teacher 
and an effective speaker and lecturer. He 
was tremendously interested in medical 
education and spent much time in under- 
graduate and postgraduate training for 
doctors. His clinics were crowded with 
medical students, visiting physicians and 
often distinguished guests from all over 
the world. These guests of international 
reputation were always introduced, and 
many spoke on topics of current interest. 
He had certain basic philosophic prin- 


ciples for student instruction which he 


described to the students when they first 
attended his clinics at the Mercy Hospital, 
so that they would understand his objec- 
tives and methods. To the new 1913 class 
at Northwestern he said: “In our plan of 
teaching clinical surgery in this clinic, 
the purpose is to get the student to think, 
and to think not only when he is in his 
seat in the amphitheatre, but also when he 
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is on his feet, which is a much more diffi- 
cult proposition. When I press him for 
words and for answers, remember it is 
always impersonal; we are not endeavor- 
ing to put him in the position of one who 
does not know, but to get him to think, 
and to get the other members of the class 
to think with him. My question and 
answer method of discussing clinical sub- 
jects with members of the class is the 
best way to train you to think for your- 
selves. It is not so much the information 
I give you which is so important as it is 
the methods of seeking information. Re- 
member the child’s education—that is the 
key to my system. 

“The child’s education comes by asking 
questions—and your education will not 
continue to grow unless you keep asking 
yourself pertinent questions and unless 
you devote some time of every day to 
medical authorities to hunt down the 
answers to these questions. It is the sys- 
tem of asking questions about actual cases 
—and getting the answers—that will en- 
able you to attain the skill, knowledge, 
foresight, and finally diagnostic ability, 
which is the highest accomplishment at- 
tainable in medicine.” 

Obviously, this advice is applicable to 
all doctors in the lifelong study of medi- 
cine and surgery. 

Students were anxious to see him 
operate, but he explained to them: “‘While 
a surgical clinic is presumably an operative 
clinic, we will devote little or no time to 
operations. Students should go to a sur- 
gical clinic to learn pathology, applied 
anatomy, applied physiology, and above 
all, applied diagnosis; rather than how 
to operate. The mere operative procedure 
is incidental. Students remember little 
of the details of an operation. If you 
wish to study operations you can do it 
better from a textbook after you have 
graduated and have time on your hands. 
However, you cannot learn diagnosis any- 
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where as well as in the clinic, where you 
have the patient before you. Diagnosis 
you must learn by a system of personal 
investigation of actual patients. It can- 
not be gotten out of textbooks. You must 
get it by repeated analysis of case after 
case, by constant study and by continual 
practice in physical examination.” 

Murphy was a keen diagnostician, and 
his judgment about the nature of an ill- 
ness or the advisability of operation was 
almost uncanny. 

He believed that a good surgeon must 
also be a good diagnostician, so he was a 
strong advocate of physical diagnosis and 
the taking of a detailed history at the 
bedside. He informed his students that 
there is nothing so important or practical 
or intellectual in medicine or surgery as 
the interpretation of symptoms and phys- 
ical signs into pathologic entities, and 
that failure to perform careful examina- 
tions was the most common cause of error. 

Dr. Murphy had a unique way of con- 
ducting his famous clinics at Mercy Hos- 
pital, reports of which were published 
under the title The Surgical Clinics of 
John B. Murphy at Mercy Hospital, Chi- 
cago, beginning Feb. 1, 1912. With the 
patient in the amphitheatre, he would call 
down a student or intern and by means 
of the question and answer method, di- 
rected first to the student or intern and 
then to the patient, he would skillfully, 
step by step, build up a diagnosis, which 
was often dramatically confirmed at the 
operating table or in the autopsy room. 
Students and house staff alike feared a 
session in the arena, but after it was over 
they conceded that what they had learned 
there stayed with them. 

To show their appreciation, the stu- 
dents in one of his classes, at the end of 
the clinic year (May 22, 1914) spontan- 
eously presented Dr. Murphy with a testi- 
monial. He was obviously moved and 
pleased as he read: 
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“To Dr. Murphy: We, the members of 
the senior class of Northwestern Univer- 
sity Medical School, on this our last clinic 
day, wish to take this form of expressing 
our sincere appreciation to you and your 
staff for your regularity, punctuality, and 
faithful, and efficient service in giving 
to us such a thorough systematic course 
of instruction as we have received during 
this past school year. L. J. Palmer, Presi- 
dent.” 

In answer to this testimonial, Dr. 
Murphy summarized his ideas of a good 
teacher. He said: 

“You probably do not realize what it 
means to a teacher to have the confidence 
and respect of his class. It is a great 
stimulus to a teacher when talking to 
you to see that your eyes and mind are 
riveted on the things he is endeavoring to 
demonstrate. His primary responsibility 
is to you; but his ultimate responsibility 


is enormously greater. He not only im- 


parts to you factual information, but— 
more important—he trains you to acquire 
further learning. Teaching is not only a 
means of preparing you to render effi- 
cient service to those who entrust them- 
selves to you, but also to prepare you to 
teach future generations for this great 
work. Furthermore, a teacher must in- 
still in you the desire for still broader 
education and training and the proper 
guidance for its pursuit.” 

During his early career Murphy became 
interested in experimental surgery, an 
interest which he constantly fostered and 
developed. He established a dog labora- 
tory in a garage behind his house and 
for many years, with the help of his wife, 
he performed the experiments that be- 
came the bases of his great discoveries. 

To a graduating class he gave this 
parting information about clinical re- 
search: 

“When taking a new step in a surgical 
procedure, you have much more to think 
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of than your own career. Your most care- 
ful thought must be for the patient. If 
you perform a new operation, do not do 
it for the first time on the patient. Do 
it on the cadaver and on the dog. If I 
had to state where I acquired the greatest 
amount of technical knowledge, where I 
received the greatest benefit in the way of 
gaining confidence in my own operative 
procedures, I should say that practically 
all of it was acquired from operations on 
the dog and a smaller percentage from 
operations on the cadaver. Still there is 
no new operation of any severity or grav- 
ity, even now, that I do not perform first 
on the cadaver. Such practice will give 
you confidence in yourself when you 
operate on the patient and will increase 
your fitness to serve the best interests of 
the people. When you ask yourself what 


is still left to be done in research, remem- 
ber that nothing has been done compared 
to what is left in this enormous realm. 
Every day men come to me and ask, ‘What 


can I do?’ There is scarcely any field of 
surgical work in which there is not a 
tremendous amount to do, and which can 
lead to reputation and to personal and 
professional advancement.” 

Murphy was a magnificent operating 
surgeon. When he and his assistant 
James Neff worked as a team, ligatures, 
sutures, forceps and retractors were 
always in the right place at the right 
time. The brains and fingers of surgeon 
and helper clicked in machine-like accu- 
racy of movement. After watching him 
operate, students and young doctors be- 
came enthusiastic and wanted to become 
surgeons. To these aspiring young sur- 
geons he gave the following advice: 

“In learning to operate, first plan to 
do regularly some experimental dog work 
and do it with the same care that you 
would use on the human patient and with 
the same consideration for the feelings 
of the dog so far as pain is concerned; 
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and after the operation give the dog the 
same care as a patient. I have said of 
my dogs that they received as much nurs- 
ing and attention as my patients. 

“Begin your experimental surgery with 
the arteries and veins, because the control 
of hemorrhage is the key to all surgical 
procedures. Learn to master every type 
of hemorrhage. You can now find in most 
of the textbooks a chapter on surgery of 
the blood vessels. Do all of these experi- 
ments yourself. Verify what the other 
man has done, not because you are going 
to use vascular sutures much, but because 
you are going to meet arteries and veins 
every single day and the control of bleed- 
ing will be one of your principal functions 
if you are to be a success in surgery. 

“After you have fully covered the man- 
agement of arteries and veins, the next 
subject to take up is surgery of the lung. 
Open the chest wall and transplant the 
lung through the ribs by spreading and 
resecting them. Read the technical feats 
which have been accomplished, and do 
them; then do the things which have not 
been done. 

“Next you may work in the abdomen, 
and after you have mastered the manage- 
ment of hemorrhage you should do experi- 
mental work in the intestines, stomach, 
kidney, pancreas, liver and spleen, where 
there is much to be done.” 

Not only was Dr. Murphy interested 
in undergraduate education, but he was 
greatly concerned with the level of medi- 
cal practice in his time and was prom- 


_inent in all movements to establish scien- 
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tific societies, meetings, lectures and post- 
graduate courses for physicians. 

I (K. A. M.) remember that, shortly 
after I became Medical Superintendent of 
the County Hospital, Dr. Franklin H. Mar- 
tin and Dr, Murphy, with the financial 
backing of a great philanthropic organiza- 
tion, wished to establish a large postgradu- 
ate school in connection with the Cook 
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County Hospital. The organization agreed 
to finance this undertaking, provided all 
the medical colleges would cooperate. A 
meeting was called by Dr. Martin of the 
heads of the various medical schools and 
other civic leaders. I was directed by 
the President of the Cook County Board 
of Commissioners, Mr. Peter Reinberg, 
to represent the Board at the meeting and 
was given the privilege of entering into 
negotiations to establish the school. I 
remember that we were sitting around 
chatting, waiting for the meeting to start. 
Murphy was the last to arrive. One could 
feel the presence of a dynamic personality 
as soon as he walked into the room. At 
the meeting he spoke of the great need 
for a graduate center in Chicago and 
especially of the excellent facilities the 
Cook County Hospital could offer such a 
school. At the meeting all agreed to the 
establishment of the school, but later 
certain prominent medical men saw fit 
to present another proposition to the 
Philanthropic Foundation officials, who, 
finding no unanimous support for the 
school at Cook County Hospital, withdrew 
their offer. 

Imagine what such a school would have 
meant to Chicago and to Murphy as a 
postgraduate medical center, at a time 
when practically all postgraduate educa- 
tion was obtained in Europe. Yet the 
question hung fire from 1915 to 1932 
before the Cook County Post-Graduate 
School was established. 

Dr. Murphy believed in postgraduate 
education for himself also. With a few 
of the leading surgeons in United States— 
the Mayos, George Crile of Cleveland, A. 
J. Ochsner of Chicago, John B. Deaver of 
Philadelphia and others—he associated 
himself in the formation of a club for the 
purpose of exchanging ideas and attend- 
ing each other’s operative clinics. The 
social aspects were minimized, as the 
members spent practically all their time 
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in the operative theatre and in discussion. 

With all his scientific honors came ap- 
propriate recognition from medical schools 
and hospitals, and in 1892, at the age of 
35, Murphy became professor of surgery 
at the College of Physicians and Surgeons 
in Chicago, later transferring to North- 
western, where he served from 1908 to 
1916, except for three years at Rush 
(1905-1908). 

From 1895 until his death he was Chief 
Surgeon at Mercy Hospital, where much 
of his best work was done. Largely 
through his efforts, this hospital was en- 
larged and its management, nursing and 
educational features improved. At the 
same time he was attending and consult- 
ing surgeon at various other hospitals— 
Cook County, St. Joseph’s, Columbus, the 
Hospital for Crippled Children, and 
Alexian Brothers. 

He was a charter member of the Chi- 
cago Surgical Society in 1900, and in 1904 
he became its President. He was one of 
the charter members and regents of the 
American College of Surgeons and was 
Chief of the Editorial Staff of the journal 
Surgery, Gynecology and Obstetrics, from 
1908 to 1916. He was President of the 
American Medical Association in 1911, 
President of the Clinical College of Sur- 
geons of North America in 1914 and 1915 
and President of the American Associa- 
tion of Railway Surgeons. He received 
honors from overseas, such as honorary 
fellowship in the Royal College of Sur- 
geons (England) in 1913; life member- 
ship in elite surgical societies in Germany 
and France; and a Doctor of Science 
degree from the University of Sheffield, 
England, in 1908. He was a prominent 
Catholic layman, and he received degrees 
and medals from St. Ignatius College, 
Notre Dame and the Catholic University 
of America. Shortly before his death he 


received from His Holiness Pope Benedict 
XV the order of Knighthood and the 
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Collar and Cross of the Order of Saint 

Gregory the Great. This was the first Island, Michigan. 

such honor to be bestowed upon a Catholic 

layman in Chicago. BIBLIOGRAPHY 
In May 1916 Dr. Murphy suffered an 

attack of angina pectoris, at which time tion. The Clinics of John B. Murphy, M.D., at 


he said, “I do not want to linger after 


my work is done.” His wish was granted, Davis, D. J.: History of Medical Practice in 
Illinois. Chicago: Illinois Medical Society, 1955. 
and on Aug. 11, 1916, at the age of 58, 4 ‘ 


(Lakeside Press), vol. 2, 1850-1900. 


Medical education in | John] Hunter’s day was a thing of shreds and patches, with 
something of the roving minstrel about it too. Students wandered about from one 
university to another in search of such teaching as they could come by—and it was 
generally anatomical. Oliver Goldsmith, after listening to Monro in Edinburgh 
for eighteen months, went on to Leyden and from there tramped through Western 
Europe to the famous medical school of Padua, with no better equipment than a 
flute and a tolerable voice with which to earn board and lodging. Akenside, the 
poet physician of St. Thomas’s Hospital, had gone to Leyden only a few years before, 
and another contemporary physician, Askew, a classical scholar and collector of 
Greek manuscripts, had done the same. Medical degrees were not difficult to obtain 
and the universities seem to have granted them freely. Witness Goldsmith’s early 
acquisition of one. A distinction between the Medici Physici or graduate physicians 
and the Medici Vulnerum or surgeons had existed, however, since medieval days. 
Side by side with these ancient universities and the Royal Coliege of Physicians, 
who had been the pioneers in medical education, were the medical and surgical 
guilds of the Society of Apothecaries and the United Company of Barbers and Sur- 
geons, who were primarily concerned with the education and control of the student 
apprentice. Examinations were probably not obligatory except for the universities 
and for the Army and Navy, and for men practising in towns where the guilds held 
sway, 

—Gloyne 
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he died while vacationing in Mackinac 


Baggott, Mrs. J. E. Jr.: Personal communica- 


Mercy Hospital, Chicago, Illinois. Philadelphia: 
W. B. Saunders Company, 1912-1916, vols. 1-6. 
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American Medicine and the 


Great White Fleet for Peace 


EDWIN J. GRACE, M.D., F.A.CS., FICS. D.A.B. 


HE laudable desire to aid the cause 

of world peace through modern 

medical practice is being brought to 
realization in the United States in two 
major projects: (1) the Great White 
Fleet (described as a “floating medical 
center to Southeast Asia”) and (2) the 
Health for Peace bill. If these two pro- 
posals are carried out correctly, the result 
could be a successful application of our 
often confused but well-intentioned for- 
eign aid policies by producing an effec- 
tive international program of health for 
peace. 

I venture to suggest, however, that both 
projects, but especially the Great White 
Fleet with its floating medical center, 
should be carefully appraised in the light 
of American experience with the use of 
antibiotics. 

In spite of the early warning to the 
medical profession by Florey in World 
War II, later reaffirmed by our geneticists, 
physicians have remained indifferent to 
the phenomenon of bacterial mutation in 
the struggle for survival. In other words, 
resistant bacterial strains emerge when 
the use of single antibiotics alters the 
micro-evolutionary environment. 

From research on penicillin resistant 
cultures, while working under contract 
for the Technical Division of Chemical 
Warfare in World War II, Dr. Vernon 
Bryson and his associates set forth bio- 
genic principles of therapy for “military 
and civilian casualties.” Another clinical 
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warning was sounded in an editorial, 
“Penicillin Resistance,”’ published in the 
Journal of the American Medical Associa- 
tion of March 4, 1945, appraising Dem- 
erec’s research in bacterial genetics. Other 
papers followed which described simple 
clinical technics that would prevent the 
emergence of resistant bacteria. These 
genetic landmarks in the treatment of 
infectious diseases have also been con- 
firmed clinically both here and abroad, 
but mostly by clinicians in India, France, 
Holland, the Philippines and Poland. 

The present emergence of resistant 
strains is a repetition of the micro-evolu- 
tionary phenomenon that followed the 
earlier use of salvarsan and sulfa. At 
the same time penicillin went into mass 
production; however, geneticists discov- 
ered that resistance could be prevented 
by the use of combinations of antibiotics. 
This biogenic contribution, when fully 
understood and integrated clinically, may 
rank as -medicine’s greatest advance in 
the midtwentieth century. 

Although we unwittingly ignored the 
clinical significance of resistant bacterial 
strains emerging from the changed envi- 
ronment we brought about in the micro- 
bial world, we are morally responsible for 
the dissemination and perpetuation of this 
microbial pestilence, which is now reach- 
ing grave proportions in the United 
States. Further spread of these lethal 
organisms across international boundaries 
must be prevented. In the long history 
of man and in the comparatively short 
history of American medicine, the physi- 
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cian here has never been confronted with 
so grave a responsibility. 

This is man’s first encounter with an 
invisible world of bacterial mutants which 
he himself has produced, and to survive 
he must learn to control this world and 
stop its further expansion. Never in the 
recorded history of medicine has the pro- 
fession been faced with a problem of such 
frightening dimensions. The geneticists 
warned us of the dangerous consequences 
of mutation, and we have all witnessed in 
the past decade the tragic effects of this 
biogenic law at work. 

Man has now reached a point in his 
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evolution where he controls all life on 
this planet except himself and the newly 
emerging microbes. Unfortunately, we 
opened a Pandora’s box of pestilence more 
than a decade ago when medicine began 
its wholesale use of antibiotics. Now, 
American medicine, with its innate hu- 
manitarianism, must implement and pros- 
elytize biogenic principles of antibiotic 
therapy for the sake of peace and survival. 
If the Great White Fleet carries out its 
humanitarian mandate according to sound 
genetic concepts, as a force for peace 
through international health, it can be of 
immeasurable value to all mankind. 


In 1643, Edward Stafford of London sent to the elder Governor Winthrop an 
eight page manuscript of “Recipts to Cure Various Disoders,” largely taken from 
the herbal of John Gerard, published in revised edition in 1633, Among the sug- 
gestions were the following. 


My Black powder against the plague, small pox: purples, all sorts of feavers; 


Poyson; either by Way of prevention, or after Infection. In the Moneth of 
March take Toades, as many as you will, alive; putt them into an Earthen pott, 
so that it be halfe full; Cover it with a broad tyle or Iron plate; then overwhelme 
the pott, so that the bottome may be uppermost: putt charcoales round about 
it and over it, and in the open ayre, not in an house, sett it on fire and lett it 
burne out and extinguish of it selfe: When it is cold, take out the toades; and 
in an Iron-Morter pound them very well, and searce them: then in a Crucible 
calcine them so againe: pound & searce them againe. The first time, they will be 
browne powder, the next time black. Of this you may give a dragme in a 
Vehiculum (or drinke) Inwardly in any Infection taken; and let them sweat 
upon it in their bedds: but lett them not cover their heads; especially in the 
Small pox. For prevention, halfe a dragme will suffice: moderate the dose 
according to the strength of the partie; for I have sett downe the greatest that 
is needfull. There is no danger in it. Let them neither eate nor drinke during 
their sweat, except now and then a spoonfull of Warme posset-drinke to wash 
their mouthes. Keep Warme and close, (for a child of 5 years, 10 graynes is 
enough in infection, for prevention 4 or 5 graynes.) till they be perfectly well; 
and eate but litle; and that according to rules of physicke. 

The same powder is used playster wise with Vineger for a gangrene, or bite 
of anie Venemous beast. taking it likewise Inwardly: it is used likewise for all 
Cankers, Fistulas & old Ulcers & kings Evill, strewing it upon the sore, and keep- 
ing them cleane. 


—Blake 
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New Books 


BOOKS RECEIVED 


The following books have been re- 
ceived by the Editor; they will be re- 
viewed critically as space and facilities 
permit. Omission of more extended re- 
view, however, is not to be taken as criti- 
cism of the merit of the book. 


Conférences D’Actualités Pratiques: Ac- 
tualités Médico-Chirurgicales: Obliterations 
Artérielles (Membres inférieurs) ; Thérapeu- 
tique des Prolapsus Génitaux, Recto-Colite 
Muco-Hémorrhagique (Medical-Surgical 
Conferences on Current Practice: Arteritis 
Obliterans of the Lower Extremities, Treat- 
ment of Genital Prolapse, Mucoid Hemor- 
rhagic Colorectitis). By R. Fontaine, G. 
Cordier, A. Busson, and J. Mialaret. Paris: 
Masson et Cie, 1958. Pp. 188, with 40 illus- 
trations. Reviewed in this issue. 


Industrial Carcinogens. By R. E. Eck- 
hardt. New York: Grune & Stratton, 1959. 
Pp. 164, with 48 illustrations. Reviewed in this 
issue. 


Langenbeck’s Archiv fuer Klinische Chi- 
rurgie (Langenbeck’s Archives of Clinical 
Surgery). Berlin, Goettingen and Heidelberg: 
Springer Verlag, 1959. (Report on the 1959 
Congress.) Vol. 292. Pp. 914, with 454 illus- 
trations. Reviewed in this issue. 


Christopher’s Textbook of Surgery. Edited 
by Loyal Davis. Philadelphia: The W. B. 
Saunders Company, 1960. 7th ed. Reviewed in 
this issue. 


Functional Bracing of the Upper Extremi- 
ties. By Miles H. Anderson. Springfield, II1.: 
Charles C Thomas, Publisher, 1958. Pp. 463. 
Illustrated. 


Klinische Chirurgie fuer die Praxis (Clini- 
cal Surgery for the Practice). By O. Diebold, 
H. Junghanns and L. Zukschwerdt. Stutt- 
gart: Georg Thieme Verlag, 1959, vol. 1, Pt. 
1. Pp. 184, with 90 illustrations. Reviewed in 
this issue. 


Spinal Cord Compression. By I. M. Tarlov. 
Springfield, It.: Charles C Thomas, Pub- 
lisher, 1957. Pp. 147, with 41 illustrations. 


Le risque operatoire en chirurgie bilio- 
pancreatique (The Operative Risk in Biliary 
Surgery). By Yves Salembier. Paris: Masson 
et Cie, 1959. Pp. 260, with 2 illustrations. 


Le Diagnostic du Cancer d’Estomac a la 
Periode Utile (Diagnosis of Carcinoma of the 
Stomach at the Time Most Favorable for 


Treatment). By Rene A. Gutmann. Paris: G. 


Doin et Cie, 1956. Pp. 257. 


Operative Surgery. Edited by Charles Rob 
and Rodney Smith. London: Butterworth & 
Co., Ltd.; Philadelphia, F. A. Davis Co., 1956. 
Vols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 


The Clinical Management of Varicose 
Veins. By David Woolfolk Barrow. New 
York: Paul B. Hoeber, 1957. Pp. 167, with 
70 illustrations. 


Pathology and Surgery of the Veins of the 
Lower Limbs. By Harold Dodd and Frank 
Cockett. Baltimore: The Williams & Wilkins 
Company, 1957. Pp. 462, illustrated. 


The Surgeon’s Tale: The Story of Modern 
Surgery. By Robert G. Richardson. New 
York: Charles Scribner’s Sons, 1959. Pp. 227, 
with 45 illustrations. 


History of American Medicine. Edited by 
Felix Marti-Ibanez. New York: MD Publica- 
tions (MD International Symposia), 1959. 
Pp. 181. 


The Surgical Treatment of Facial Injuries. 
By Varaztad Hovhannes Kazanjian and John 
Marquis Converse. Baltimore: The Williams 
and Wilkins Company. 1959. 
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Christopher’s Textbook of Surgery. Edited 
by Loyal Davis. Philadelphia: The W. B. 
Saunders Company, 1960. 7th ed. 

The new seventh edition of Christopher’s 
Textbook of Surgery, the second to be pub- 
lished under the able editorial direction of 
Loyal Davis and an eminent group of col- 
laborators, is available. 

This text is primarily for use in teaching 
in medical schools and for the young sur- 
geon, but it also contains a wealth of ma- 
terial for the more experienced. 

The newer aspects of surgery, such as 
those concerning the heart and pericardium, 
are well covered in the chapter by Charles 
A. Hufnagel. 

Not only is this an excellent surgical trea- 
tise, but important related medical phases, 
such as those concerned with peptic ulcer, 
are given consideration. The chapters deal- 
ing with the gastrointestinal tract are ably 
presented by eminent leaders in this field 
—Sweet, Baker, Marshall, Priestly, Judd, 
Welch, and Nesselrod. 

The fine presentation of the hand by 
Michael Mason is a classic by one who has 
few if any peers in this field. 

It is inevitable that, when a subject is 
presented by one surgeon, controversial dis- 
cussion will occur as to certain opinions. 
Dr. Crile, for example, expresses the opinion 
that subacute thyroiditis is best treated with 
cortisone therapy and that the Hashimoto 
type responds best to therapy with desiccated 
thyroid. While he advocates thyroidectomy 
for toxic nodular goiter, he considers radio- 


active iodine preferable for Graves’ disease, 


although caution is advised in the treatment 
of children. 

There are other subjects on which the 
recommended treatment might be considered 
debatable, but there is such an abundance of 
finely presented material that every surgeon 
can review this book with profit. The more 
experienced surgeon might prefer more de- 
tailed descriptions of surgical technic in 
some cases, but from a broad point of view 


on general surgery the book has much of 
interest and value. 

The short biographical sketches of the 
authors at the start of each chapter are 
interesting, and the excellent list of refer- 
ences at the end of each chapter is valuable. 
Somewhat unusual are chapters on surgical 
judgment, the qualifications of surgeons 
and the history of surgery. 

This book is printed clearly on fine paper 
with good illustrations and continues to 
carry on the tradition of excellence estab- 
lished by the earlier editigns. 


ARNOLD S. JACKSON, M.D. 


Recent Advances in Surgery. Edited by 
Selwyn Taylor, with a foreword by James 
Patterson Ross. Boston: Little, Brown & 
Company, 1959. 5th ed. Pp. 494, with 160 
illustrations. 

In view of the fact that it is rather dif- 
ficult to decide what is “recent” and what is 
an “advance” in surgery, the author has 
produced an excellent book that gives a com- 
plete and well-balanced view of the significant 
changes and additions that have occurred in 
the surgical field in the past five years—i.e., 
since the previous edition was published. 

Surgery has developed to such an extent 
that it is difficult for one man to cover the 
entire subject well. For this reason, the 
author invited twenty-seven specialists, each 
a master in his subject, to collaborate 
with him. 

The book is divided into twenty-nine chap- 
ters. These cover fields in which there have 
been great changes or advances, such as open 
heart operations, the syndrome of metastasiz- 
ing argentaffinoma, artificial kidney and trans- 
plantation of tissues and organs. Also, there 
are chapters showing that advances in surgery 
follow diligent and prolonged clinical and 
laboratory research in physiology and _ bio- 
chemistry. This is exemplified by the chapters 
on surgical treatment of the pancreas and 
liver, body fluids, ammonia metabolism, sur- 
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gical treatment of portal hypertension, the 
endocrine organs, and carcinoma of the breast. 

The book is well written and well edited. It 
covers the subjects discussed clearly and ade- 
quately. An excellent bibliography accom- 
panies each contribution. Numerous beauti- 
ful halftones and line drawings enhance the 
value of the material. 

This contribution recommended as a valu- 
able possession for those who wish to keep 
abreast with the most recent changes in the 
theory and practice of surgery. 


Morris L. PARKER, M.D. 


Klinische Chirurgie fuer die Praxis (Clini- 
cal Surgery for the Practice). By O. Diebold, 
H. Junghanns and L. Zukschwerdt. Stuttgart: 
Georg Thieme Verlag, 1959, vol. 1, Pt. 1. 
Pp. 184, with 90 illustrations. 

This is Part 1 of the first volume of a 
new German handbook for surgeons. It is 
planned to present in four volumes the clini- 
cal problems of pathogenesis, diagnosis, dif- 
ferential diagnosis and indications of surgi- 
cal diseases. No discussion of operative 
technic is intended. 

The first chapter, dealing with wound 
infections and parasitic wound diseases, by 
Eufinger of Kiel and the second chapter, 
about thermal and electrical burns, by 
Allgower of Chur, Switzerland, show the 
interesting turn which the classic German 
handbook of surgery has taken. The patho- 
logic-anatomic description has been placed 
in the background and the clinical-physio- 
logic concept has taken over. 

The section about the treatment of wound 
infections with sulfonamides and antibiotics 
is clear and up-to-date as to European and 
American preparations and brands. 

The chapter about burns shows how the 
different means and methods of treatment 
are based on the _ pathologic-physiologic 
changes in the tissues. It is interesting and 
lucid, and even the occasional reader of 
German will enjoy this treatise. 

The print is clear and the illustrations 
(black and white only) are distinct. The 
bibliography is extensive and covers the 
European and American literature. If the 
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future chapters of this handbook will keep 
up with the initial chapters, we shall have 
an outstanding new textbook for the practi- 
cal surgeon that can be well recommended 
to surgeons acquainted with the German 
language. 

A. ROBERT FucHs, M.D. 


Industrial Carcinogens. By R. E. Eck- 
hardt. New York: Grune & Stratton, 1959. 
Pp. 164, with 43 illustrations. 

In this timely book the subject matter is 
divided into six chapters, of which the first 
deals with the historical phase of the subject 
matter and contains some bibliographic ma- 
terial. 

Chapter 2 covers carcinogenesis and is 
divided into the various organs of the body 
that are most frequently utilized for experi- 
mental work. Chapter 3 covers occupational 
carcinoma and gives some warning of the 
various circumstances that may be consid- 
ered to cause carcinoma. Chapter 4 outlines . 
the various methods of protection. Chapter 
5 goes into the medicolegal considerations and 
ends up with a check list of helpful ques- 
tions. Chapter 6 discusses the future. 

The book makes interesting reading and 
certainly should be in the library of every 
internist and orthopedic surgeon. 


HORACE E. TURNER, M.D. 


Conférences D’Actualités Pratiques: Ac- 
tualités Médico-Chirurgicales: Oblitérations 
Artérielles (Membres inférieurs) ; Thérapeu- 
tique des Prolapsus Génitaux, Recto-Colite 
Muco-Hémorrhagique (Medical-Surgical 
Conferences on Current Practice: Arteritis 
Obliterans of the Lower Extremities, Treat- 
ment of Genital Prolapse, Mucoid Hemor- 
rhagic Colorectitis). By R. Fontaine, G. 
Cordier, A. Busson, and J. Mialaret. Paris: 
Masson et Cie, 1958. Pp. 188, with 40 illus- 
trations. 

This is the sixth in a series of publications 
of annual conferences held at the Faculté 
de Médecine de Paris under the direction of 
Prof. Léon Binet. These lectures are pub- 
lished for the benefit of the “country prac- 
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titioner” and the foreign physician unable 
to attend the sessions in Paris. 

The first chapter (René Fontaine, P. 
Warter, M. Kim, and R. Kieny) deals with 
the surgical treatment of chronic arterial 
occlusion and spontaneous arteritis of the 
lower extremities. The authors have made a 
profound study of spontaneous, slow and 
progressive occlusion of the arteries, each 
of which develops insidiously and all of 
which are finally manifested by symptoms of 
circulatory deficiency. The indications for 
operation are complex. Each patient is 
treated as an individual problem, on the 
basis of health, age (usually advanced), gen- 
eralized disease (in spite of limitation to 
affected extremity), clinical stage of local 
symptoms, extent of occlusion, etc, The 
authors envision greater understanding of 
the causes of arteritis obliterans and point 
out that surgical intervention, including 
arteriectomy and lumbar sympathectomy, has 
made great strides in relieving patients not 
benefited by medical treatment. 

The second chapter, on genital prolapse, 
is presented by G. Cordier, in collaboration 
with Thoyer-Rozat and J. Sénéze, who have 
had wide experience and have written a 
scientific exposé of one of the oldest prob- 
lems in surgery. The authors emphasize the 
necessity of meticulous clinical examination 
to localize anatomic and functional disturb- 
ances, which will help determine the type of 
operation to be performed. (The “triple 
opération francaise” and that of Lefort are 
outmoded.) They report on 100 operations 
that reflect the present-day trend: 28 colpor- 
rhophies, 12 amputations of the uterine 
cervix, 26 colpohysterectomies, 14 vaginal 
hysterectomies, 2 aponeurotic suspensions 


for hernia of the vagina, etc. Detailed study - 


to ascertain the reasons for recurrence in 
each case enhances successful surgical treat- 
ment. 

The third chapter is devoted to medical 
and surgical treatment of mucoid hemor- 
rhagic colorectitis. André Busson, who writes 
the portion on medical treatment, points 
out that this more or less grave disease of 
long duration and variable clinical course 
should first be treated medically, except for 
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the subacute type. Failure of medical treat- 
ment is an indication for surgical interven- 
tion. Since 1933 the author, in collaboration 
with Jean Rachet, has noted failure of medi- 
cal treatment in 18 per cent of a total of 
532 cases. In these the patients were treated 
by appendicostomy, cecostomy and _ileoileos- 
tomy with or without total colectomy. Sur- 
gical treatment, indications for operation, 
technic and results are discussed by J. 
Mialaret. Indications for operation in treat- 
ing acute and chronic forms of mucoid 
hemorrhagic colorectitis and peritonitis are 
clearly defined. Total resection of the colon 
(8 stages) with ileorectal anastomosis, sub- 
total colectomy with abdominal ileoileostomy, 
and segmental colectomy are described. The 
author is well aware of the problems asso- 
ciated with these interventions, the difficulty 
of choosing the type of operation and the 
complicated postoperative course. He pre- 
sents results obtained in spite of the grave 
nature of these procedures, which may be 
the last resort for relief. In closing, he 
quotes Garlock: “There are few afflictions 
about which we talk so much and of which 
we know so little.” 

These conferences, presented by the Fac- 
ulté de Médecine de Paris on arterial oc- 
clusion of the lower extremities, genital 
prolapse and mucoid hemorrhagic colorectitis, 
are well illustrated by arteriograms, roent- 
genograms, tables, drawings of operations, 
etc. It is not a treatise, but it contains 
valuable information concerning the patho- 
logic aspects and most recent treatments of 
these conditions. 


CHARLES PIERRE MATHE, M.D. 


Langenbeck’s Archiv fuer Klinische Chi- 
rurgie (Langenbeck’s Archives of Clinical 
Surgery). Berlin, Goettingen and Heidelberg: 
Springer Verlag, 1959. (Report on the 1959 
Congress.) Vol. 292. Pp. 914, with 454 illus- 
trations. 

This is the report of the meeting of the 
German Society for Surgery in Munich in 
April 1959, the outstanding annual meeting 
of surgeons in the German-language area. 

The first day of the meeting was concerned 
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with problems and questions of operability 
and the general condition of the surgical 
patient, with special regard to circulatory 
and respiratory conditions, the physiochemi- 
cal status of the liver and kidney and the 
influence and control of the vegetative nerv- 
ous system. Postoperative control of the 
electrolytes, nutrition of patients freshly op- 
erated on and postoperative treatment after 
extensive gastrointestinal resection were 
discussed in detail. 

The meeting of the second day covered the 
treatment of peripheral vascular diseases, 
embolectomy and the different types of 
sympathectomy. 

A whole day was devoted to the problem 
of pancreatic necrosis and acute pancreatitis. 
The incidence of these diseases has in- 
creased rapidly in the past years in Germany, 
after they had almost disappeared in the 
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lean war years and the postwar period. At 
the University Hospital in Marburg, Ger- 
many, the annual number of these cases 
increased from 2 to 26. The treatment is 
mainly nonsurgical. Treatment of shock, pre- 
vention of infection by use of antibiotics 
and attempts to reduce or block the secretion 
of the pancreas by atropine, antitryptic sub- 
stances and continuous Levine suction are 
the methods used. 

In parallel meetings, numerous papers on 
thoracic surgery and plastic and cosmetic 
surgery showed the rapid progress these 
specialties have made in Germany. 

The program of this congress shows that 
surgery has now become an international 
science and that surgical problems and in- 
terests are identical for surgeons the world 
over. 


A. ROBERT Fucus, M.D. 


If, then, a nation requires that its surgeons should be first class, what can we call 
first class in this particular respect? A first-class surgeon must be a first-class man, 
but a first-class man will not necessarily make a first-class surgeon. A preliminary 
selection is therefore advisable, so that our future surgeons may be drawn from a 
body of men representing the ablest stratum of their age-group. This selection is 
made in the English Fellowship, and will shortly be made in the Scottish one, by a 
preliminary examination. In so far as this acts as a sieve, eliminating the plodders 
and reducing the entrants for the final examination to numbers that can be assessed 
thoroughly and fairly, it is good; but in so far as it is vocational in type, and 
_ demands not merely a minimum quantity but a certain quality of ability in future 
surgeons, it is bad. Surgery needs men of every kind—philosophers, dreamers, and 
poets as well as teachers, and men of action—and even the present much ‘improved 
primary examination sets a premium on a retentive memory and takes little heed of 


originality. 


—Ogilvie 
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Abstracts from Current Literature 


An Evaluation of Special Problems in Ar- 
terial Embolism. Haimovici, H., Arch. Surg. 
80: Sept. 1, 1960 

The classic clinica! picture of an arterial 
embolism is a combination of events con- 
sisting of a sudden arterial occlusion and a 
thrombogenic cardiopathic condition. The 
author reevaluates the problem on the basis 
of twenty-five years cf personal experience 
with a large number of cases, with special 
attention to certain problems associated with 
arterial embolism and emphasis on their 
practical significance. 

1. Emboli Without a Detectable Source of 
Thrombosis: Sudden arterial occlusion occur- 
ring in the absence of any clinical or electro- 
cardiographic evidence of heart disease is 
usually diagnosed as acute arterial thrombosis. 
This, however, may be oversimplification of a 
diagnostic concept. In 11 per cent of the 
author’s cases the original diagnoses was acute 
arterial thrombosis, but it was later proved 
that embolic phenomena, with the site of in- 
farction in the myocardium, were responsible. 
Additional evidence and support of the diag- 
nosis of embolism may often be obtained at 
operation, which may disclose two types of 
clot. One is well organized, small, firm and 
reddish or whitish. This is the embolus. The 
other is soft, dark blue and much longer than 
the first. This is the secondary thrombus. 
Also, lack of adherence of these clots to the 
intima, as revealed by their ease of extrusion 
from the artery, may be significant. These 
observations, restoration of arterial 


patency, are highly suggestive of an embolic 


and not a thrombotic occlusion. 

2. Incomplete Embolic Occlusion: There are 
cases in which the embolus only incompletely 
blocks the lumen. Such an embolus lies be- 
tween small emboli, often remaining unde- 
teted, and major emboli, which result in 
massive occlusion. Incomplete embolic occlu- 
sion may result in periembolic thrombosis, or 
the embolus may migrate and lodge at a distal 
bifurcation. Naturally, such an embolus is 
accompanied by shifting symptoms. 


3. Multiple Emboli to the Same Extremity: 
In 7 cases the author operated on patients 
with 2 emboli to the same extremity. In 5 
of these the occlusions were recent, and in 2 
one of them was old. In 6 of these only the 
proximal embolism was diagnosed. The distal 
occlusion, however, was recognized immedi- 
ately after completion of the proximal em- 
bolectomy in 5 cases and seven hours later in 
1. If, after removal of the embolus and its 
secondary thrombus, retrograde flow is absent 
or scant, it becomes imperative to explore the 
next distal bifurcation. Failure to discover 
the existence of multiple emboli may be re- 
sponsible for the unsuccessful results of many 
embolectomies. 

4, Embolic Occlusion Superimposed on Ar- 
teriosclerosis Obliterans: It is not unusual for 
embolic occlusion to occur in patients with 
preexisting peripheral arteriosclerosis obliter- 
ans. This may present special diagnostic and 
surgical problems. Naturally, the manifesta- 
tions in such cases will depend on the site and 
extent of the occlusion and on the effect that 
the embolic occlusion will exert on the collat- 
eral circulation. 

5. Late Arterial Embolectomy: Although 
it is generally accepted that embolectomy 
performed after twelve hours is usually futile, 
the author reports excellent results in a limited 
number of delayed cases. The factors that 
determine the success of late embolectomy are: 
(1) the relative lack of damage of the intima; 
(2) the nonadherence of the embolus and 
secondary thrombus to the intima; (3) the 
patency of the distal arterial tree prior to 
embolization, and (4) pretreatment with anti- 
coagulants. The underlying cardiovascular 
disease may also influence the outcome. Re- 
peated embolectomy is discussed, as is the 
relation of embolism to mitral surgery. The 
chief dangers of mobilization of thrombi from 
a mitral procedure are cerebral location, which 
carries the highest morbidity and mortality 
rates, and delayed recognition of an embolism 
of the aorta or of the major peripheral 
arteries. 
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Long-term anticoagulation after recovery 
from an embolic episode is discussed. Clinical 
experience with long-term anticoagulation 
therapy in the prophylaxis of thromboembolic 
conditions seems encouraging. 


JAMES H. ERWIN, M.D. 


Subisthmic Aortic Stenosis and Occlusive 
Disease. Morris G. C. Jr., De Bakey, M. E., 
Cooley, D. A., and Crawford, E. S., Arch. 
Surg. 80:95, 1960. 

The authors report 21 clinical cases of 
aortic obstruction involving the lower tho- 
racic and abdominal segments of the aorta, 
immediately beneath the diaphragm and 
again immediately above the aortic bifurca- 
tion. 

The lesions are considered three separate 
entities, owing to the peculiar symptoms as- 
sociated with occlusion at each of the levels 
aforementioned. Stenosis of the lower 
thoracic segment of the aorta has been asso- 
ciated with a high grade of claudication of 
the lower extremity, and minimal develop- 
ment of collateral circulation. Murmurs, 
when present, are audible at a thoracic level. 
Pathologically, the lesions are of greater 
linear extent than are the typical coarcta- 
tion, frequently are not well demarcated ex- 
ternally and present, in addition, an unusu- 
ally severe pseudoinflammatory reaction 
about the area of involvement. 

Stenosis of the upper abdominal portion 
of the aorta, involving, as it does, the renal 
arteries to a variable extent, has been ob- 
served in association with extremely severe 
hypertension and a tendency to deterioration 
early in the course of the disease. Cardiac 
failure and uremia are the prominent clini- 
cal manifestations. In this area surgical 
benefits may be limited entirely by the proc- 
ess itself as related to involvement of the 
renal arteries. Again, pathologic features of 
the lesion in this area are somewhat peculiar 
and suggest that the cause is still unknown, 
at this time. 

Stenosis in the lower abdominal portion 
of the aorta, nonatherosclerotic, was asso- 
ciated with no significant hypertension in 
most cases but with severe claudication of 
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the lower extremity. These lesions tend to 
be somewhat limited in linear extent and 
lend themselves well to therapy by endar- 
terectomy. 

Experiences with several cases in each of 
the divisions described are reported in some 
detail, and several recommendations are 
made. First, it is suggested that this type 
of obstructing lesion of the aorta distal to 
the usual site of coarctation be suspected 
and sought for in cases of unexplained hyper- 
tension, renal disease or claudication; par- 
ticularly in persons who have otherwise en- 
joyed normal health and who are somewhat 
young. Careful auscultation of the descend- 
ing thoracic and abdominal portions of the 
aorta may reveal suggestive bruits, and a care- 
ful history and physical examination may be 
highly suggestive. It is emphasized that ade- 
quate aortographic study is mandatory, not 
only to arrive at a positive diagnosis but to 
delineate the lesions’ extent in order to plan 
therapy. 

Resection with Dacron graft replacement’ 
has been satisfactory for lesions low in the 
thorax, while the by-pass principle has been 
most suitable for the high abdominal occlu- 
sions and endarterectomy for the lower (and 
shorter) occlusions under discussion. 

With the diagnostic and therapeutic meth- 
ods outlined, 18 of the 21 patients in the 
authors’ series have been remarkably bene- 
fited by surgical intervention. 


CHURCH E. MuRDOCK, JR., M.D. 


Surgical Possibilities in Mitral Insuffi- 
ciency (Les Possibilities Chirurgicales dans 
V’Insuffisance Mitrale). Vernejoul, De R., 
Henry, E., Courbrier, R., and Monties, J., 
Presse Med. 67:1391, 1959. 

Three technics are used experimentally for 
the repair of mitral insufficiency: 

1. Reconstructive methods. 

2. Purse-string technic. 

3. Plastic repair of the valve, with partial 
occlusion of the mitral orifice. 

The various modifications of these technics 
have not proved satisfactory in clinical appli- 
cation. 

The purse-string suture was used by Glover 
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and Davila in 48 cases; 19 patients survived 
from three months to two and one-half years; 
8 survived from one to eight months; 14 died 
during the first week after the operation and 
2 died later from erosion of the purse string. 
Autopsy revealed a satisfactory correction of 
the insufficient valve. The same operation per- 
formed by Kent, however, proved unsatisfac- 
tory; there were 19 deaths in 30 cases, most 
of them caused by ventricular fibrillation or 
erosion of the purse string through the myo- 
cardial wall; 11 patients survived, but there 
was recurrence of the insufficiency six months 
later. 

Nichols performed the polar cross fusion of 
the annulus fibrosis in 34 cases, without opera- 
tive mortality; there were, however, 5 delayed 
deaths. This operation is contraindicated when 
the valve is calcified or extremely rigid. The 
authors’ criticism of the operation is that they 
were unable to demonstrate anatomically the 
presence of the annulus fibrosus, which is the 
basis of repair in this operation. 

Bailey used pericardial flaps fixed to the 
posterior commissure in 7 cases, without mor- 


tality. This technic is recent, however, and 


late results are not available. Lillehei per- 
formed successful plication of the posterior 
commissure in 5 cases, using the open heart 
technic. Similarly, Kay performed 28 plica- 
tions with 6 deaths, the mitral valve being 
approached from the right side. 

The authors conclude from this review that 
the results of surgical intervention for mitral 
insufficiency at present are poor, both experi- 
mentally and clinically. 


SAFUH M. A. ATTAR, M.D. 


Postmortem Hemografts of Skin and Main- 


tenance of a Skin Bank. McDowell, F., Arq. © 


Hosp. Santa Casa §S. Paulo, 4:3, 1958. 

The author based his work on the fact that 
cellular death in skin tissues occurs only sev- 
eral hours after clinical death. He reempha- 
sizes the fact that the principal need, in a 
patient with huge, open burned areas, is to 
seal the wounds and stop the continuous loss 
of fluids. Skin grafts, either autografts or 
homografts, are the most effective agents for 
sealing these burned areas and stopping fluid 


JULY, 1960 


loss. Autografts offer the only permanent 
coverage and will eventually be necessary for 
every patient. Fresh homografts from early 
postmortem sources may temporarily perform 
the same function. The use of postmortem 
homografts eliminates the nuisance, expense 
and work of (1) collecting large numbers of 
donors; (2) physical examinations; (3) anes- 
thetics; (4) dressings and (5) postoperative 
care. A skin bank would provide living homo- 
grafts for instant use. Pinch grafts and other 
small pieces of skin are not effective for imme- 
diate complete sealing of large open wounds. 

Postmortem grafts should be cut within an 
hour or two after systemic death and under 
the usual aseptic precautions. Grafts are 
wrapped in a sterile gauze sponge dampened 
with saline solution, but not soaking wet, 
placed in a sterile, covered glass jar and kept 
in an ordinary electric refrigerator regulated 
at 4C. These grafts lose little viability during 
the first three weeks. At the end of the third 
week they suddenly lose most of their via- 
bility, so that the preferred time for their use 
is in the first two weeks. Permission for dona- 
tion is always obtained in writing from the 
responsible relatives. It is suggested that the 
surgeon talk personally with these relatives 
and explain the situation, and it may be help- 
ful for them to see the burned patient and talk 
to him and his relatives. In this series no 
attempts were made to secure permission from 
relatives who appeared to be uneducated or 
dissatisfied with any preceding medical treat- 
ment, or any who appeared to be chronic liti- 
gants or troublemakers. 


JAMES H. ERWIN, M.D. 


Traumatic Aortic Right Ventricular Fis- 
tula. Smyth, N. P. D., Adkins, P. C., Kelser, 
G. A., and Calatayud, J., Surg., Gynec. & 
Obst. 109:566-572, 1959. 

A knife wound resulted in the lesion in ques- 
tion. Initial surgical treatment consisted of 
thoracotomy to arrest hemorrhage. Digitali- 
zation was required to maintain the patient. 
Subsequently, complete and successful repair 
was accomplished by use of a pump oxygena- 
tor. 

CHURCH E. MurpDOocK JR., M.D. 
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Primary Carcinoma of the Gallbladder. 
Strauch, G. O., Surgery 47:368, 1960. 


Carcinoma of the gallbladder is not rare, 
as was once supposed. More than 6,000 persons 
die of this malignant disease in the United 
States each year. 

The cause of carcinoma of the gallbladder 
remains obscure. Although the association of 
gallstones with carcinoma is obvious and 
exists in 90 per cent of cases, it is the author’s 
opinion that gallstones alone probably do not 
cause carcinoma of the gallbladder. The oc- 
currence of carcinoma in the absence of stones 
in 10 per cent of cases and the low incidence 
of carcinoma in the total number of cases of 
cholelithiasis are strong arguments against 
this concept. The author tends to agree with 
those who think in terms of multiple factors. 
These factors may include chronic mechanical 
irritation, infection, local metabolic dysfunc- 
tion, bile stasis, susceptibility of the individual 
host, and exogenous factors. Gallstones do, 
nevertheless, provide a peculiar clue to 90 per 
cent of future gallbladder carcinomas, and he 
agrees with Glenn and Pack that, in between 
5 and 10 per cent of cases of cholelithiasis, 
untreated by operation, carcinoma will prob- 
ably develop. 

Papilloma and adenoma, though they show 
carcinomatous change only rarely, are indica- 
tions for cholecystectomy. 

The incidence of preexisting biliary symp- 
toms of long standing in patients with car- 
cinoma of the gallbladder varies widely in 
different series, but this is probably present 
in one-third to one-half of the patients. Cur- 
able carcinoma either produces no symptoms 
or causes symptoms identical with those of 
benign biliary disease. A change in symptoms 
due to carcinoma heralds incurability and 
death within months in all but a small per- 
centage of cases. 

The diagnosis of curable carcinoma of the 
gallbladder depends on the surgeon at the time 
of operation. The author agrees with Burdette 
and Donhauser, that every gallbladder re- 
moved from a patient more than 50 years of 
age should be opened and closely examined for 
suspected lesions. In the presence of such 
lesions, whether localized thickenings or intra- 
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luminal papillary growths, frozen section 
should be done. 

In cases of advanced involvement a deter- 
mined effort should be made to establish a 
diagnosis before operation. Any patient over 
50 with a change in preexisting biliary symp- 
toms should be strongly suspected of having 
carcinoma of the gallbladder, especially if the 
history and physical examination reveal loss of 
weight, constant pain, jaundice, a mass in the 
right upper quadrant of the abdomen, or 
hepatomegaly in any combination. Elevation 
of the serum alkaline phosphatase level in the 
absence of jaundice is highly suggestive of 
hepatic metastasis. Opacification of the gall- 
bladder with dye on cholecystographic study 
in the presence of carcinoma is so rare as to 
cast grave doubt on the diagnosis. A hepatic 
biopsy should be performed if hepatomegaly 
is present, as it may establish a diagnosis of 
advanced malignant tumor and enable one to 
avoid exploration procedures in hopeless cases. 

In early lesions confined to the gallbladder 
the author advocates removal of the organ, the. 
liver contiguous with the gallbladder bed, and 
the lymph-bearing tissue of the hepatoduo- 
denal ligament from the porta hepatis to the 
pylorus, en bloc. This seems reasonable, since 
the operative mortality rate is not prohibitive, 
and since the incidence of failure in treating 
such lesions by cholecystectomy alone is 70 
per cent. 

In an occasional case, a tumor extending 
beyond the confines of the gallbladder may 


' present .individual circumstances justifying 


radical resection, but such disease is generally 
incurable judging by all past experience, and 
does not warrant a radical procedure, although 
an attempt to palliate biliary and gastrointes- 
tinal obstruction is certainly in order. 

If a definite diagnosis can be established 
clinically or by hepatic biopsy, operation is 
contraindicated unless some complicating fac- 
tor, such as jaundice, perforation or intestinal 
obstruction, indicates it. This opinion, origin- 
ally expressed by Blalock in 1924, has since 
been shared by many investigators. The author 
agrees, because of the proved incurability, the 
high operative mortality rate, and the uniform 
failure of palliation in such cases. 
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Palliative irradiation is conceivably justifi- 
able in a small number of selected cases of 
squamous cell carcinoma. 

Nitrogen mustard and other chemotherapeu- 
tic agents should be used, if at all, only in 
long-range experimental studies, especially 
since recent information indicates that such 
therapy may enhance, rather than retard, a 
malignant growth. 

The author is convinced, like Moynihan, 
Lahey, Walters and many others, that choleli- 
thiasis, in the absence of contraindications, 
calls for cholecystectomy, whether symptoma- 
tic or asymptomatic. This opinion is not held 
because of the threat of carcinoma, but be- 
cause of the threat of all complications. 
Further, the older the patient, the stronger 
is the indication for surgical intervention. 

Carcinoma of the gallbladder coritinues 
remarkably resistant to all therapy. In the 
ebsence of effective surgical treatment for all 
but the earliest lesions, the best hope at 
present for reducing the mortality rate of this 
disease lies in early cholecystectomy for 
patients with known benign disease of the 
gallbladder. 


WILLIAM E. Nortu, M.D. 


Present Status of Radioactive Gold Ther- 
apy in Management of Prostate Cancer. 
Flocks, R. H; Culp D. A., and Elkins, H. B., 
J. Urol. 81:178-183, 1959. 

The authors discuss the result of radioactive 
gold therapy in 517 cases of carcinoma of the 
prostate, locally inoperable without distant 
metastases. 

The technic of treatment is outlined. In the 
therapy of these patients, certain pathologic 
and anatomic considerations proved important: 


(1) the lesion within the genital envelope; - 


(2) the lesion in the periprostatic, perivesicu- 
lar and perivesical regions; (3) the lesion in 
the pelvic nodes, and (4) the lesion along the 
lymph passages. 

Because the destruction of grossly involved 
nodes could not be satisfactorily accomplished 
by direct injection of the gold, they have dis- 
sected the pelvic nodes where possible, and 
gold was used over the area, into the areolar 
tissue. 
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Of the first 135 patients followed for five 
years, 32, or 34 per cent, are alive. The mor- 
tality and morbidity rates were low and com- 
plications few with this type of therapy. 


SHEPARD JEROME, M.D. 


Paget’s Disease of the Breast. McGregor, 
J. K., and McGregor, D. D., Surgery 45:562, 
1959. 


Paget’s disease of the breast is uncommon. 
It has characteristic histopathologic features 
and is usually associated with an intraductal 
carcinoma of the breast. It generally appears 
as an eczematous lesion of the nipple or areola 
and may be ignored or treated as a benign 
lesion for many months before the diagnosis 
is finally established. The salient features of 
21 cases of Paget’s disease of the breast 
encountered in a general hospital over a period 
of twenty years are briefly presented in this 
study. 


EDMUND LISSACK, M.D. 


Emergency Cecostomy in Ulcerative Colitis 


with Acute Toxic Dilatation. Klein, S. H., 
Edelmah, S., Kirschner, P. A., Lyons, A. S., 
and Baronofsky, I. D., Surgery 47:399, 1960. 


Attention has been directed in recent years 
to an acute and often ominous complication 
that may occur in the course of nonspecific 
ulcerative colitis. It consists of segmental or 
universal dilatation of the diseased colon, with 
severe toxemia and signs of impending or 
actual perforation. 

A series of 3 cases of acute toxic dilatation 
of the colon treated by simple decompressing 
tube cecostomy as an emergency procedure is 
admittedly too small to permit definite con- 
clusions as to the applicability and efficacy of 
the procedure. The successful results obtained, 
however, would seem to warrant further 
clinical trial. It is suggested as a safe and 
simple means of deflating and draining the 
distended colon in order to decrease toxic 
absorption, forestall perforation, and perhaps 
permit more secure walling off of a perfora- 
tion partially or tenuously sealed by fresh 
inflammatory adhesions. 

Compared with radical extirpation of the 
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colon, the operative trauma to an already very 
ill patient is minimal. Moreover, should colec- 
tomy become ultimately necessary, it may be 
acomplished with greater safety as an elective 
procedure after the patient has been tided over 
the acute episode. 

It is problematic at present whether the 
procedure is applicable after actual free per- 
foration has occurred, with resultant pneumo- 
peritoneum and spreading peritonitis. Not- 
withstanding, however, the operative difficul- 
ties and the risk this critical situation requires 
extirpation of the perforated viscus in order 
to control the peritoneal infection. 

In the authors’ opinion cecostomy for 
decompression is preferable to ileostomy in 
the presence of acute toxic dilatation of the 
colon. Although ileostomy will accomplish 
diversion of the fecal stream and prevent the 
further addition of gas and fluid to that 
already trapped in the colon, it will not neces- 
sarily reduce the intraluminal colonic pressure 
sufficiently to forestall perforation or decrease 
absorptive toxemia. The wall of the colon in 
an advanced stage of muscular atony due to 
ulcerative destruction may be unable to expel 
accumulated gas and infected fluid, either 
retrograde through the ileocecal valve, even 
if incompetent, or forward through the distal 
portion of the bowel. The situation may be 
likened to that observed in a closed loop 
obstruction. Interference with the circulation 
of the bowel due to increased intraluminal 
pressure and destruction of the bowel wall due 
to necrosis and ulceration are factors that lead 
to the danger of perforation. The loss of 
fluids and electrolytes into the intestinal 
lumen, plus the toxic absorption through th2 
denuded mucosal surface, adds to the ominous 
clinical deterioration of the patient. Only by 
prompt and adequate decompression and drain- 
age of the dilated colon can the toxic absorp- 
tion be effectively alleviated and perforative 
complications prevented in this dangerous 
situation. For patients “conditioned” to toler- 
ate an extended variant of the operation, a 
double duty might be accomplished by adding 
a complemental tube or end-on ileostomy to the 
cecostomy. 


WILLIAM E. NortH, M.D. 
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Histochemistry of Gynecologic Cancer. 
Gross, S. J., Kinzie, G., and Chang, N., Obst. 
& Gynec. 14:43, 1959. 


An analysis of studies conducted by these 
authors has led them to the conclusion that 
chemical activity, by and large, is specific for 
the particular tissue but not for neoplasia as 
such. Although data on cytologic material 
are incomplete, careful observation tends to 
confirm this. As yet there is no known meta- 
bolic distinction other than the crucial obser- 
vation that normal growth ceases and the 
growth of carcinoma does not. 


Although the alteration of growth unique to 
carcinoma remains unexplained, the chemical 
patterns of normal and malignant tissue are 
slowly but definitely becoming clarified. 


EDMUND LISSACK, M.D. 


A Goniometric Study of the Human Foot 
in Standing and Walking. Karpovich, P. V., 
and Wilklow, L. B., U.S. Armed Forces M. J. 
10:885, 1959. 

The object of the authors’ investigation 
was to study changes in the extent of prona- 
tion and supination of the foot under various 
conditions during standing and during walk- 
ing. Since a previous investigation had shown 
that the extent of pronation and supination 
can be found by measuring the angle formed 
by the lower part of the leg and the cal- 
caneous, angle C was utilized in the present 
study. 

1. The Foot in Standing.—The supinating 
effect of footgear with conventional and 
functional insoles was compared in subjects 
standing on a horizontal plane. With con- 
ventional insoles there was 5.4 degrees of 
supination, whereas the functional insoles 
produced 6.4 degrees. The difference, how- 
ever, was not statistically significant. In 
subjects standing on inclined planes adjusted 
at 5, 10, 15 and 20 degrees of pronation, the 
functional insoles caused no statistically sig- 
nificant supinating effect. The need of an 
increase in supination for everybody was 
questioned. 

For a diagnostic examination, a distance 
of 10 inches (25 cm.) parallel feet is pre- 
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ferred because angle C at that position tends 
to be zero; therefore, deviations may be 
more easily observed. During an examination 
the body weight should be evenly distrib- 
uted, because shifting weight to one foot 
increases pronation in that foot. The manual 
goniometer for measuring angle C is de- 
scribed. The use of this instrument should 
supplant the time-consuming photographic 
method, since its accuracy is high. The dif- 
ference between the means obtained with 
photographic and goniometric methods was 
0.2 degree and the coefficient of correlation 
0.96. 

2. The Foot in Walking.—An electrogoni- 
ometer was developed as an aid in studying 
the foot in walking. This instrument can be 
used for automatic recording or quick direct 
measuring of angle C. ' 

A typical angle C curve consists of two 
arcuate dips. One is shallow, corresponding 
to the air phase during which the foot 
travels through the air, and the other a deep 
one, corresponding to the ground phase. In 
most persons angle C is in pronation. The 
right foot is more pronated than the left 
foot. Toeing out increases and toeing in de- 
creases pronation. Angle C was the same for 
speeds of 2.39 and 3.52 miles per hour. In- 
crease in length of step increased pronation. 
Angle C was the same when subjects walked 
on treadmill and on the floor. 

Electrogoniometers for other joints are 
being developed. The development of the 
electrogoniometer has opened a new avenue 
for study of normal and abnormal joints in 
motion. 

WILLIAM E. NortH, M.D. 


Las metastasis oseas de los canceres del 
colon y del recto (Bone Metastasis in Colonic 
and Rectal Carcinoma). Delannoy, E., and 
Martinot, M., Presse med. 67:1, 1959. 

Four cases of bone metastasis secondary 
to colon and rectal carcinoma are described. 
Carcinoma of the sigmoid was observed in 
2 patients, carcinoma of the rectum in 1 
and carcinoma of the ascending portion of 
the colon in a fourth. 

Bone metastasis was observed in the lum- 
bar and cervical portions of the spine in 
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the patient with sigmoid carcinoma, whereas 
the scapula and humerus were involved in 
the patient with carcinoma of the rectum. 
The patient with carcinoma of the ascending 
portion of the colon showed rib metastasis 
and the clavicle and skull were invaded by 
carcinoma. The primary source was the 
sigmoid. 

In 2 instances metastasis appeared four 
years after the radical operation, and no 
other manifestations of metastatic lesions 
were found. 

From the evidence presented, bone metas- 
tasis secondary to colonic and rectal carci- 
noma, is less rare than is generally admitted, 
a fact that could be ascertained if autopsies 
and systematic bone investigations were per- 
formed at the terminal stage of the disease. 


JOHN A. ZIEMAN, M.D. 


Clinicopathologic Correlation in Thrombo- 
embolism. Coon, W. W., and Coller, F. A., 


- Presse med. 67:259-268, 1959. 


This paper provides an excellent summated 
review of present-day knowledge of thrombo- 
embolism, with emphasis on the inadequacy 
of diagnosis of underlying pathologic condi- 
tions and the consequent reflection of this 
error in statistical evaluation of the clinical 
significance of pulmonary embolism with or 
without infarction. 

This is a logical communication, well or- 
ganized and of considerable value to any 
clinician. It is recommended that it be read 
in the original. 


CuHurRCcCH E. Murpock JR., M.D. 


Esophagitis Following Total Gastrectomy. 
Helsingen, N. Jr., Acta chir. scand. 118:190, 
1959-1960. 

It is generally conceded that esophagitis 
occurs in patients after total gastrectomy. 
It is probably related to the regurgitation 
of duodenal contents into the esophagus. 

In a series of 9 patients, 6 men and 3 
women, who had undergone radical total 
gastrectomy for carcinoma five to nine years 
earlier, there were no signs of recurrence of 
the tumor. The patients were all in fairly 
good condition at the time of the follow-up 
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investigation. Esophagitis, however, was 
present in 8 of 9 patients studied. 

Although the history indicated the pres- 
ence of esophagitis, the final appraisal must 
be based on more objective diagnostic crite- 
ria. Roentgen investigation alone is adequate 
for patients with uncomplicated esophagitis. 
The only adequate diagnostic method is the 
esophogoscopic. 

Symptomatic medication with various med- 
icaments has proved little better than value- 
less. Surgical intervention is resorted to in 
the hope of complete elimination of post- 
gastrectomy esophagitis. The regurgitation 
of duodenal contents, however, is probably 
of the greatest importance, and many sur- 
gical methods have been devised with the 
aim of deflecting the intestinal secretions 
from the esophagus. The efficiency of these 
methods has not been completely established. 


JOHN A. ZIEMAN, M.D. 


Myocardial Flap Technic for the Correc- 
tion of Tetralogy of Fallot. Longmire, W. P. 
Jr., Mulder, D. G., and Maloney, J. V. Jr., 
Surg., Gynec. & Obst. 109:645-646, 1959. 

The authors describe an ingenious technic 
for simultaneous correction of infundibular 
stenosis and ventricular septal defect as 
occurring in the tetralogy of Fallot. 

An inverted U incision is made in the in- 
fundibular ring of the posterior wall of the 
right ventricular outflow tract as _ seen 
through a right ventricular cardiotomy. Dis- 
section then proceeds to develop a flap based 
along the crista supraventricularis, which 


Great men and insignificant men have like accidents, like vexations, and like 
passions; but the former are on the outside of the wheel, and the latter near the 
centre, and are therefore less agitated by the same movements. 


ABSTRACTS 


is then turned downward and sutured into 
the ventricular septal defect. Further exci- 
sion of the infundibular muscle completes 
the combined repair. 

The technic is employed with extra- 
corporeal circulation and cardiac arrest by 
the Melrose technic. Its application is lim- 
ited by the actual configuration of the var- 
ious defects encountered but has been found 
feasible for approximately half of the pa- 
tients operated on by the authors. The ad- 
vantages cited for this technic are technical 
ease of performance and rapidity of comple- 
tion without the necessity of leaving a 
foreign body within the heart. 

One patient who failed to survive the 
procedure, examined post mortem, was ob- 
served to have satisfactory healing, and the 
technic apparently contributed in no way to 
the patient’s demise. 


CHURCH E. MurpDocK JR., M.D. 


Regional Lympnodectomy as an Adjunct 
to Radiation Therapy of Carcinoma of the 
Cervix. Kimbrough, R. A., Southern M. J. 52: 
674, 1959. 

Radiation therapy and surgical manage- 
ment of carcinoma of the cervix are not in 
competition. There are indications for each, 
and in some cases a combination of the two 
may be used to advantage. 

This report proposes surgical removal of 
the regional lymph nodes as an adjunct to 
radiation therapy for carcinoma of the 


cervix. 
EDMUND LISSACK, M.D. 
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IMPORTANT ANNOUNCEMENT 


Contributors of scientific articles for publication in The Journal of the 
International College of Surgeons from Europe, the Near East and the 
Middle East should send their articles to: 


European Office of the 
International College of Surgeons 
6-8 Rue de la Confederation 
Geneva, Switzerland 


A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 


Les auteurs d’articles scientifiques destinés 4 étre publiés dans le Journal 
du Collége international de chirurgiens sont priés d’adresser leurs articles 
a adresse suivante pour l’Europe, le Proche et le Moyen Orient. 


Bureau Européen du 

Collége international de chirurgiens 
6-8 rue de la Confédération 
Genéve (Suisse) 


a 


Un comité a été nommé pour l’examen des articles 4 paraitre. Les 
auteurs sont priés de joindre 4 leur travail de brefs résumés en francais, 
anglais, allemand, espagnol, italien et portugais si possible. 
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